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Provides 4 necessary healing actions in one medication’...1. stops spasm 
— relieves pain; 2. neutralizes acid — with prompt-acting, long-lasting ant- 
acid combination free of constipation or laxation; 3. halts erosion — 
curbs necrotic effects of pepsin and lysozyme; 4. promotes healing 

—with soothing, protective coating on ulcerated area. 


Dosage: 1 tablespoonful 
gel, or 2 tablets, every 
three hours as needed. 


pleasant- Ki 1. Hufford, A. R.: Rev. of 
tasting Gastroenterology 18:588. 


mint- 
flavored 


Formula: each tablet or 10 cc. gel contains — 
Bentyl (dicyclomine) hydrochloride . 5mg. 
Aluminum hydroxide gel. . . . . 400mg. 
Magnesium oxide. . . . . . . 200mg. 
Methylcellulose . .. . . . 100mg. 
Sodium lauryl sulfate . . 
THE WM. S. MERRELL COMPANY 
New York « Cincinnati * St. Thomas, Ontario 
TRADEMARK: KOLANTYL® 
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brand of thiopropazate dihydrochloride 


for rapid relief of anxiety saiihaanibiaen 


You will find Dartal outstandingly beneficial 
in management of the anxiety-tension states 
so frequent in hypertensive or menopausal 
patients. And Dartal is particularly useful 
in the treatment of anxiety associated with 
cardiovascular or gastrointestinal disease, or 
the tension experienced by the obese patient 
on restricted diet. You can expect consistent 
results with Dartal in general office practice. 


with low dosage: Only one 2, 5 or 10 mg. tablet 
t.i.d. with relative safety: Evidence indicates Dartal 
is not icterogenic. 


Clinical reports on Dartal: 1. Edisen, C. B., and Samuels, 
A.S.: A.M.A. Arch. Neurol. & Psychiat. 80:481 (Oct.) 1958. 
2. Ferrand, P. T.: Minnesota Med. 41:853 (Dec.) 1958. 
3. Mathews, F. P.: Am. J. Psychiat. 11471034 (May) 1958. 
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The American Academy of General Practice is a 
national association of physicians engaged in the general 
practice of medicine and surgery. It is dedicated to the 
belief that general practice is the keystone of American 
medicine, and to the conviction that continuing study is 
the basis of sound general practice. It is the role of GP, 
official publication of the Academy, to provide constantly 
the best postgraduate literature in all phases of general 
practice in its scientific section. In other regular depart- 
ments it carries articles and official reports pertinent to 
the work of the Academy's 15 standing committees. 


GP is published monthly by the American Academy of 
General Practice. Materials for publication should be 
addressed to the Editorial and Business Offices: Volker 
Boulevard at Brookside, Kansas City 12, Missouri. 
Publication Office (printer): 350 East 22nd Street, Chi- 
cago 16, Illinois. One dollar a copy. By subscription: 
$5 a year to members of the American Academy of Gen- 
eral Practice; $10 a year to others in U.S.A.; $12 tn 
Canada; $14 in other foreign countries. Second class 
postage paid at Kansas City, Missouri, and at addi- 
tional mailing offices. Printed in U.S.A. by R. R. 
Donnelley & Sons Company at The Lakeside Press, 
Chicago. Copyright 1959 by the American Academy of 
General Practice 


SCIENTIFIC ARTICLES 
Allergic Cystitis: The Cause of Nocturnal Enuresis . 


James C. Breneman, M.D. 


Nocturnal enuresis, which can cause hostility and aberrant per- 
sonality traits, is traced to food allergies. 


A Method of Light, General Anesthesia with need 
Induction and Recovery. 


Louis Joel Feit, M.D. and Julius Barcham, M. D. 
A description of the use of thiamylal, particularly for procedures 
in which the patient’s assistance is desired. 


Fatigue 
Thomas F. Keliher, M. D. 


A variety of central nervous enzyme systems regulate fatigue. 
Emotional factors play an important role. 


Bloodless Measurement of Venous Pressure . 
Jacobus H. Verhave, M.D. 
A description of a simple technique for measurement of central 
venous pressure by means of observation of the jugular veins. 


The Medical Protection of Travelers . 
B. H. Kean, M.D. 


The urge to travel may be safely indulged but only with an eye to 
medical and health precautions. 


Toxemia of Pregnancy . 
Marjorie E. Conrad, M.D. and Frank A. ‘Miasery, a M. D. 


The fourth in a series of medical interviews, in which Academy 
Member Marjorie E. Conrad discusses the problem of toxemia of 
pregnancy with an expert on this subject, Dr. Frank A. Finnerty, 
of the District of Columbia General Hospital. 


Total Approach in of the 
Senile Patient 


Edward Settel, M.D. 
Practical points on how to deal successfully with the emotional 
problems of the older patient. 


The Unpredictable Thyroid 
John F. Ganem, M.D. 


Several cases illustrate how thyroid disease can be masked and 
therefore suggest abnormalities of body function elsewhere. 


Pleuroperitoneal Diaphragmatic Hernia in Infancy . 
Sol Katz, M.D. 


Practical Therapeutics: 


The Diagnosis and Treatment of er 
States . 
David H. Law, M.D., Gordon D. eines 
Marvin H. Sleisenger, M.D. 
Although many clinical signs characterize impaired absorption, 
precise study is required. Rational treatment can be directed toward 
specific physiologic defects. 
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Fragmentation: A Medical Education Problem. 
Mac F. Cahal, J.D. 


As a Congressman Sees Medicine’s Problems 
The Hon. Thomas B. Curtis 


Spotlight on Pharmaceutical Advertising 
Lois Lamme 
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23 The General Practitioner’s Role in Treating 
Alcoholism. ROBERT A. MAJOR, M.D. A mem- 
ber of the Academy describes how he and other 

831 general practitioners can take care of the al- 


coholic as a medical problem. 


Practical Notes on “In Situ Carcinoma” of the 
Cervix. ALVAN G. FORAKER, M.D. A clarifica- 
tion of terms used in describing various degrees 
of activity of the cervical epithelium with par- 
ticular attention to defining what is meant by 
“in situ carcinoma” and what to do when the 
diagnosis is made. 

Diagnosis and Treatment of the Painful Hip in 
Children. C. ROGER SULLIVAN, M.D. Painful 
hip in the child is apt to represent a serious 
disease and should not be ignored as “growing 
pains.” It differs from the degenerative joint 
disease which causes painful hip in adults. 
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Nonoperative Biliary Tract Roentgenography. 
JOHN J. LANG, M.D. In this article the author 
gives a comprehensive review of the diagnostic 
value of various types of roentgenography of the 

gallbladder and ducts. - 


Antigen-Antibody Reactions in Obstetrics. 
BERNARD PIROFSKY, M.D. This paper reviews 
basic immunohematologic events that are im- 
portant in the field of obstetrics. An explana- 
tion is given for certain incompatibilities, as 
well as other immunologic reactions. 

Iron Deficiency Anemia in Infancy and Child- 
hood. IRVIN JACOBS, M.D. Iron deficiency 
anemia in infancy and childhood is common. 
As illustrated by three typical cases, the diag- 
nosis can easily be made and the treatment is 
simple. 


The Ballistocardiogram in General Practice 
ENDEL KASK, M.D. Here is a clear discussion 
on the interpretation and diagnostic value of 
the ballistocardiogram in a number of cardiac 

3 conditions. 

GP Quiz. Published semiannually, this quiz 
covers GP scientific articles from July through 

December, 1959. 
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when holiday dinners include food allergens 


® The patient allergic to certain foods 
may find holiday menus a tempta- 
tion difficult to resist. When he yields 


ANTIHISTAMINIG-ANTISPASMODIC °° allergenic dishes, BENADRYL 


brings him prompt relief from gas- 
gives prompt, comprehensive relief trointestinal distress. BENADRYL 
also helps to control cutaneous reactions and respiratory symptoms so often associated with 
food sensitivity. BENADRYL Hydrochloride (diphenhydramine hydrochloride, Parke-Davis) 
is available in a variety of forms, including Kapseals,® 50 mg. each; Kapseals, 50 mg., with 
ephedrine sulfate, 25 mg.; Capsules, 25 mg. each; Elixir, 10 mg. per 4 cc.; and for delayed 

-action, Emplets,® 50 mg. each. For parenteral therapy, BENADRYL Hydrochloride Steri- 
Vials,® 10 mg. per cc.; and Ampoules, 50 mg. per cc. 
Pp): Parke, Davis & Company 
Detroit 32, Michigan 
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Publisher’s Memo 


Lear’s Leer 


RECENT issues of the Saturday Review fill us with nostalgia. 
We remember the day, not very long ago, when we had a 
great deal of respect for the Saturday Review. It was a 
literary publication for people who were either literary or 
hanging on the fringe. 

Recently, the Saturday Review (formerly the Saturday 
Review of Literature) has tried to accommodate a world 
seething with science and technology. In true Reader’s 
Digest style, it has tried to move in on medicine and 
health. John Lear, SR’s “science” editor, has been told to 
grab the ball and run. 

Lear has done just that. He has run all over the field, 
lately displaying gross ignorance as it relates to the 
sciences of clinical medicine and pharmacology. But 
unfortunately Mr. Lear has blundered into an area that 
has not been charted for his readers. It’s a vast area, full 
of mystery and intrigue, and many readers will be properly 
shocked by Lear’s list of “facts.” They will exhibit the 
same pathetic awe that many people exude when the word 
“science” is dangled before their eyes. After all, Lear is a 
“science’’ editor. He can use big scientific words (like “‘oxy- 
phencyclimine”) so he must know all there is to know 
and his readers should follow him down the path of en- 
lightenment. Too many of them will. In this satellite era, 
“science” is a magic word. 

GP perused the first three “SR/Research” reports, 
commenting only once (September, 1959). However, the 
fourth “report,’”’ entitled “The Case of the Substituted 
Drug,” is more than a man with a strong stomach can 
stand. It’s especially rugged when Lear tells the reader 
that he has “weighed experimental evidence.” If we may 
submit a subclinical diagnosis, the man’s alone in left 
field, torn between literary endeavor and an overstimu- 
lated urge to “prove” that all’s not right with the world. 
Someone should straighten the picture. 

We won’t seek to pick apart Lear’s latest bit of pure 
sensationalism. Instead we will simply contend that the 
man is posing as an expert in a foreign field. This is always 
dangerous and seldom presages a significant contribution. 
Lear may, if he wishes, call himself a journalist but he is 
most certainly not an authority on clinical research (despite 
his ‘‘behind-the-scenes account’”’). 

We can only conclude, again with nostalgia, that the 
Saturday Review is not doing well. In an era that is pro- 
ducing a paucity of people concerned with literary achieve- 
ment, this is perhaps to be expected. But this does not 
make us less disturbed to learn that yesterday’s magazine 
of merit is now blatantly for hire. 

—M.F.C. 
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the first nitrofuran 
effective orally 


in systemic bacterial infections 


brand of furaltadone 


Effective clinically in upper respiratory infections, 
pneumonias, soft tissue infections, bacteremia/septicemia, 
osteomyelitis, wound infections and pyodermas. 


Effective in vitro against the following organisms (isolated from clinical 
infections listed above) : 


Organism Sensitive ‘Resistant % Sensitive 
Staphylococci* 181 1 99.4 
Streptococci 65 1 98.5 
D. pneumoniae 14 0 100.0 
Coliforms 34 3 918 
Proteus 5 5 50.0 
A. aerogenes 8 0 100.0 
Ps. aeruginosa 5 4 55.5 


*Includes many strains resistant to antibiotics. 

As with all nitrofurans in years of extensive clinical use, there is little or 
no development of bacterial resistance with ALTATUR.. 

NITROFURANS—a unique class of antimicrobials~ 

neither antibiotics nor sulfonamides 

EATON LABORATORIES, NORWICH, NEW YORK 
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Adolescence can be almost unbearable to the boy or girl with acne. And, unfor- 
tunately, the self-consciousness and embarrassment that accompany acne do 
not always disappear when the acne is controlled. These emotional scars 
too often remain. 


Many of the acne cases you see will respond to treatment with ‘Acnomel’. 
Improvement is often apparent in a matter of days, rather than in weeks or months. 


Flesh-tinted ‘Acnomel’ conceals acne pimples and lesions as it heals them. Its 
special vehicle makes ‘Acnomel’ nonstaining, easy to apply and to remove. And 
Acnomel’s three proven ingredients—sulfur to reduce sebaceous secretion, 
resorcinol to dry the skin and expel keratin, and hexachlorophene to control 
bacterial infection—assure complete topical treatment for acne. 


‘Acnomel’ is available in both Cream and Cake form: Cream for use at home, and 
Cake (in a handy compact) for use away from home. Used together, ‘Acnomel’ 
Cream and Cake provide effective, convenient 24-hour therapy. 


Acn O mM e | r conceals as it heals 


Q®) Smith Kline & French Laboratories 


*T.M, Reg. U.S. Pat. Off. 
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SIGNIFICANT EVENTS 


Flemming May OK » HEW Secretary Flemming, instigator of the controversial 


Forand Type Bill 


May Drop Age 50 
Disability Limit 


Medicare Program 
Three Years Old 


cranberry squabble, is apparently pushing for a Republican 
version of the Forand bill. Persistent rumors indicate 
that Flemming has his eye on the vice presidential nomi- 
nation and his high-echelon ambitions may account for his 
liberalized viewpoint. 

At _a recent news conference, the secretary did not openly 
endorse compulsory health insurance but he did admit that 
he has not found a better answer to the health care problems 
of the aged. The report of the Federal Council on Aging, 
headed by Flemming, carefully avoids open criticism of 
Forand—type legislation. 


> As predicted here two years ago, Congress may soon be 
asked to make all OASI participants eligible for disability 
benefits. At present, employees are not eligible for these 
benefits until they are 50 years of age. 

George K. Wyman, deputy commissioner of social security, 
recently claimed that the age 50 limit could be dropped 
without increasing disability insurance contributions. 
Wyman did not explain just how this can be done. 

This would mean that everyone currently paying the social 
security tax would automatically be buying federal disabil-— 
ity insurance. The next logical and simple step would be 
to add compulsory health insurance. 

At House Ways and Means subcommittee hearings, the 
AFL-CIO again called for higher disability benefits, 
elimination of the age 50 requirement and a more liberal 
definition of total disability. 


>» The Medicare program for civilian dependents celebrated 
its third Pearl Harbor birthday December 7. The program 
has paid out more than $200 million for civilian medical 
and hospital care rendered 800,000 wives and children. 
During this three-year period, when dependent wives could 
choose either civilian or military obstetric care, 410,000 
chose civilian physicians, 350,000 chose military hospitals. 
The number of child dependents has increased 25 per cent 
since January, 1956, is expected to climb higher. The 
reasons are (1) more married men in uniform and (2) larger 
families. Brigadier General Floyd L. Wergeland recently 
told the Medicare advisory committee that civilian 
physician—hospital teams can probably expect to supply 
larger and larger slices of the total care required. 
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Says Blue Cross 
Faces A Crisis 


MacLean Outlines 
National Program 


Court Rules On 
Wife As Partner 


> Blue Cross Association President Basil C. MacLean has 
called for a "daring and dramatic program" to help avert 
an_impending crisis. At a recent association meeting in 
New York, Dr. MacLean said that Blue Cross "cannot survive" 
a forthcoming "social and economic impact" without "a far 
stronger program..." He added that the new program must be 
"more clearly oriented to the public interest...aggressively 
developed and effectively implemented." 

For twenty-odd years, MacLean has promoted the concept 
that hospitals should render complete medical care through 
the medium of salaried physicians. It is not surprising 
that he should propose expansion of Blue Cross into medical 
fields. He has previously advocated that corporate hos-— 
pitals furnish medical services to ambulatory patients. 


> At a later meeting in Chicago, the retiring Blue Cross 


Association president outlined a 10—point program to 
Standardize coverage on a national basis. MacLean's plea 


for centralization included a recommendation that national 
Bive Cross contracts be offered without a Blue Shield 
tie-in. He added that Blue Cross could not expect substan- 
tial enrollment gains until it can offer "a companion pro- 
gram that is competitive in today's climate." 


> The U.S. Tax Court has held that a physician's wife can 
be a business partner even though she does not have a medi- 
cal degree (Nichols v. Commissioner, 32 TC 129). Aftera 
Seattle radiologist terminated a partnership with pro- 
fessional colleagues, he made his wife a business partner. 
The wife billed patients, purchased supplies and checked 
clinical reports. When the doctor died, the Internal 
Revenue Service held the partnership "a sham and invalid," 
declared a $24,618 income tax deficiency. The decision was 
appealed and reversed by the tax court. 

It_is important to remember that a tax case is decided on 
its own basis, according to the particular facts; the out- 
come of one does not necessarily apply to a different set 
of facts in a different case. However, one case probably 
increases the probability of a similar ruling when the 
facts are similar. Many general practitioners' wives 
assist their husbands in their practice. Academy members 
may want to consult their lawyer about the desirability and 
possibility of creating a husband-—wi fe partnership for tax 
avoidance purposes. 
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Approximately 200,000 Minnesota residents will 
participate in the first mass oral polio vaccine 
experiments during the first three months of 
1960. Half will get the new trivalent vaccine, 
half will get a placebo. 


Thin people, who are 15 to 20 pounds under- 
weight, are likely to live longer than both av- 
erage-weight and overweight people, the Society 
of Actuaries concludes. A four-year study also 
revealed that men are heavier than formerly, 
women thinner. 


The British Medical Association 
plans to undertake an inter- 
national experiment to help 
snorers. BMA is asking for vol- 
unteer husbands and wives, one 
to snore, the other to record. 
The project is called ‘operation 
silent night.” 


An “eraser” for ugly scars has been reported by a 
Washington, D.C., researcher. The new agent, 
an enzyme found in the pancreas of a hog, may 
be capable of dissolving both scar and collagen 
tissue. 


The private practice of medicine is Radio Mos- 
cow’s newest target. Supposedly initiated by a 
group of research specialists, the campaign de- 
clares that “This remnant of the past must 
end.” Authorities have already used heavy taxes 
on physicians’ earnings to discourage private 
practice. 


Fake degrees in chiropractic, naturopathic med- 
icine, psychology and botanic medicine are 
among those being turned out by 200 fraudulent 
diploma mills operating in 37 states. The Council 
of State Governments and the United States 
Office of Education are acting to stamp out this 
$75-million-a-year racket. 
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Ninety per cent of the people who have had 
polio this year are under 30 years of age. About 
38 per cent of the victims were less than 5 years 
old. 


Many ointments used for the treatment of major 
burns are of “little practical value,” others are 
“detrimental to epithelization.”” Philadelphia 
Surgeon Isadore S. Ravdin concludes that the 
best treatment for a serious burn is “‘still a fine 
mesh gauze lightly impregnated with an in- 
nocuous bland ointment.” 


A new technique for the prolonged storage of 
whole blood is being developed by the Linde 
Company, a division of Union Carbide. Re- 
search shows that quick freezing with liquid 
nitrogen may permit indefinite storage with 
maximum red cell recovery. 


Suicide rates rise with income groups, a London 
coroner reports, and suicide liability increases 
with age. Single persons show higher rates than 
married people, and men higher than women. 


Uniformed Pinkerton guards 
have been hired by United 
Hospital, Port Chester, N.Y., 
to enforce the rule that only 
two people can visit a patient at 
one time. 


Cornell researchers believe men die sooner than 
women because they are more prone to carry on 
through minor illnesses. Women suffer or report 
more episodes of disabling illness. 


A Texas life insurance company is now offering 
Cradle Cross, a voluntary health insurance plan 
which indemr‘fies parents for unexpected hos- 
pital, medica: and surgical expenses that result 
from congenital malformations and/or prema- 
turity. 
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Prompt relief of sore throat, evidence of healing and control 
of infection within hours—this is what physicians report after 
using Bradosol Lozenges. Results of clinical use: good to excel- 
lent improvement in 85 per cent of 978 patients. One investi- 
gator? reported: “Good results, good anesthesia and relief.” 
NONANTIBIOTIC, NONSENSITIZING BRADOSOL FOR: 
e minor throat irritations ¢ “strep throat” e pharyngitis 
e laryngitis ¢ tonsillitis e oral thrush e other common oral 
infections ¢ postoperative sore throat ¢ prophylactic therapy 
in tonsillectomies and other surgical procedures of the mouth 
and throat. 


SUPPLIED: Lozenges, each containing 1.5 mg. Bradosol bromide 
and 2.5 mg. benzocaine; packages of 24 in the handy “Flip-Top Box.” 
REFERENCES: 1. Clinical reports to CIBA. 

2. White, D.: Clinical report to CIBA. 


BRADOSOL® bromide (domiphen bromide CIBA) 
bactericidal « fungicidal + anesthetic 


BRADOSOL 
LOZENGES 
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Ifa patient dies during or shortly after an oper- 
ation, for no apparent reason, physicians in 
Lebanon may face arrest. Examining magis- 
trates can “preventively’’ arrest a physician, 
even if there is no evidence against him. 


The Medical Society of the County of New York 
has offered advice and help to local labor unions 
that plan to become sponsors of hospitals and 
medical schools. 


Bird migration as a | sible vehicle for spreading 
disease is being stua:  *~ Krutch, India, by a 
team of ornithologists from the Natural History 
Society of Bombay. 


A New York distillery has con- 
tracted for psychiatric care to 
emotionally disturbed em- 
ployees. The company will pay 
an annual retainer for the 
services. 


Ar. 


New York City’s municipal hospitals are suffering 
an acute shortage of nurses. With 8,200 nursing 
positions open, only 3,400 are filled. 


Venereal disease is on the rise throughout the 
world, especially among teen-agers. Of 22 coun- 
tries recently studied, 16 reported more cases 
than in 1950; four reported fewer cases; two, no 
change. 


About eight cents of every family-budget dollar 
is spent annually for medical care. 


A recent New York court decision held that if 
offices of physicians are on the first floor, they 
are legally “stores.” As stores, they lose the pro- 
tection of rent controls. The New York County 
Medical Society says city medical societies hope 
to go to the legislature in January, get them to 
spell this out. 
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The housewife’s detergent is re- 
appearing in drinking water. 
Because filters and other puri- 
fication methods do not remove 
these synthetic washing aids 
from sewage, the detergent 
makes a complete sink-to-sink 
cycle, creating a serious public 
health problem. 


Research cost the U.S. drug industry $170 million 
in 1958. 


A man who was 20 years old in 1900 could expect 
to work for 39 more years, live for 42 more years. 
A man who will be 20 years old in 1975 can 
expect to work for 44 more years, live for 52 
more years. 


Doctors have a hard life under the state-run so- 
cialized medical system in Poland. Three-fourths 
of the physicians say they would have chosen 
some other profession had they known of the 
overwork and other difficulties they encounter 
in medicine. 


Consultants to the USPHS surgeon general have 
urged that the federal government spend $500 
million a year to expand the nation’s medica! 
schools. Otherwise, they say, the nation faces a 
public health hazard. 


A New Orleans drug chain now 
features a 49¢ businessman’s 
“health” luncheon consisting 
of a hamburger, beverage and 
a vitamin pill. 


The federal government has contributed $1.2 
billion of the $4 billion that has been spent on 
Hill-Burten hospital projects since the program 
started in 1946. To date, 3,253 hospital projects 
have been completed. 
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An emotionally balanced patient 
Thanks to your treatment and the help of 
Deprol, her depression is relieved and her anxi- 
ety and tension calmed. She eats well, sleeps 
well, and can return to her normal activities. 
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National Officers 
and Editorial 


Advisory Board 


Editorial Advisory Board 


Allergy: Harry L. Rogers, M.D., Philadelphia, Pa. 


Anesthesiology: John Adriani, M.D., New Orleans, La.; 
Robert A. Hingson, M.D., Cleveland Heights, Ohio. 


Aviation Medicine: Robert J. Benford, M.D., Washington, 
D.C.; William R. Stovall, M.D., Washington, D.C. 


Cardiac and Vascular Surgery: Davitt A. Felder, m.p., St. 
Paul, Minn.; Dwight E. Harken, M.D., Boston, Mass.; 
Gerald H. Pratt, m.D., New York, N.Y.; Paul C. Samson, 
M.D., Oakland, Calif. 


Cardiology: E. Grey Dimond, M.D., Kansas City, Kan.; J. 
Willis Hurst, M.p., Atlanta, Ga.; Fay A. LeFevre, M.D., 
Cleveland, Ohio; Arthur Master, M.D., New York, N.Y. 


Chemotherepy, Antibiotics and Infectious Diseases: Harry 
F. Dowling, M.D., Chicago, Ill.; Maxwell Finland, m.p., 
Boston, Mass.; Theodore E. Woodward, M.D., Baltimore, 
Md.; Wesley Spink, M.D., Minneapolis, Minn. 


Colon and Rectal Diseases: R. Kennedy Gilchrist, M.D., 
Chicago, Ill.; George A. Thiele, M.D., Kansas City, Mo. 


Deficiency Diseases: W. H. Sebrell, Jr., M.D., Manhasset, 
N.Y.; Tom D. Spies, M.D., Birmingham, Ala. 


Dermatology: Leon Goldman, M.D., Cincinnati, Ohio; 
Donald M. Pillsbury,:M.D., Philadelphia, Pa.; Richard 
L. Sutton, Jr., M.D., Kansas City, Mo. 


Diseases of the Chest: Andrew L. Banyai, M.D., Chicago, 
Ill.; Seymour M. Farber, M.D., San Francisco, Calif.; 
John H. Seabury, M.D., New Orleans, La.; Maurice S. 
Segal, M.D., Boston, Mass.; Julius L. Wilson, M.pD., 
New York, N.Y. 


Endocrinology: Roberto Escamilla, M.D., San Francisco, 
Calif.; Arthur Grollman, M.D., Dallas, Tex.; E. H. 
Hashinger, M.D., La Jolla, Calif.; William Parson, M.D., 
Charlottesville, Va. 


Endoscopy: Edward B. Benedict, M.D., Boston, Mass.; 
Chevalier L. Jackson, M.D., Philadelphia, Pa. 


Gastroenterology: Lt. Col. Eddy D. Palmer, Ft. Sam 
Houston, Tex.; Franz J. Ingelfinger, M.D., Boston, Mass. 


General Medicine: Harold Jeghers, M.D., Jersey City, N.J.; 
John C. Krantz, Jr., PH.D., Baltimore, Md.; John P. 
Merrill, M.D., Boston, Mass.; W. D. Paul, M.D., Iowa 
City, Ia.; Edward H. Rynearson, M.D., Rochester, Minn. 


General Surgery: H. Glenn Bell, M.D., San Francisco, 
Calif.; L. Kraeer Ferguson, M.D., Philadelphia, Pa.; 
Philip Thorek, M.D., Chicago, Ill.; Richard Varco, M.D., 
Minneapolis, Minn. 
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The constraint of rigid management 


Many diabetics on insulin live highly restricted lives. They may not miss or delay a meal; 
they must neither over-work nor under-exercise for fear of complications. 

For 3 out of 4 of these patients, Orinase* offers better control and an easier, more normal 
life. Because Orinase controls diabetes effectively and smoothly in responsive patients, they 


can enjoy a new freedom. And some diabetics, who cannot be managed on Orinase alone, 
do best on combined Orinase-insulin therapy. 


*TRADEMARK, REG. U. S. PAT. OFF. — TOLBUTAMIDE, UPJOHN 
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Editorial 
Advisory Board 


Hematology: William Dameshek, M.D., Boston, Mass.; 
Robert J. Gilston, M.D., Amsterdam, N.Y.; William 
Harrington, M.D., St. Louis, Mo. 

Industrial Medicine: Rutherford T. Johnstone, M.D., Los 
Angeles, Calif.; Earl F. Lutz, M.D., Detroit, Mich. 


Military Medicine and Civil Defense: W. Randolph Love- 
lace, II, M.D., Albuquerque, N.M. 

Neurology and Neurologic Surgery: Bernard J. Alpers, 
M.D., Philadelphia, Pa.; Winchell M. Craig, M.D., Roches- 
ter, Minn.; James L. O’Leary, M.D., St. Louis, Mo. 


Obstetrics and Gynecology: Allan C. Barnes, M.D., Cleve- 
land, Ohio; Robert J. Crossen, M.D., Chapel Hill, N.C.; 
Ernest W. Page, M.D., Berkeley, Calif.; John L. Parks, 
M.D., Washington, D.C. 

Ophthalmology: Francis Heed Adler, M.D., Philadelphia, 
Pa.; Lawrence T. Post, M.D., St. Louis, Mo. 

Oral and Piastic Surgery: Paul W. Greeley, M.D., Chicago, 
Ill.; V. H. D. Kazanjian, M.D., Boston, Mass. 

Orthopedic and Traumatic Surgery: Edward L. Compere, 
M.D., Chicago, Ill.; Rettig A. Griswold, M.D., Louisville, 
Ky. 

Otolaryngology: Dean M. Lierle, M.D., Iowa City, Ia. 


Pathology and Laboratory Medicine: Douglas Sprunt, M.D., 
Memphis, Tenn. 


Pediatrics: Harry Bakwin, M.D., New York, N.Y.; James 
L. Dennis, M.D., Oakland, Calif.; James Hughes, M.D., 
Memphis, Tenn.; Richard L. Smith, M.D., Miami, Fla. 


Physical Medicine and Rehabilitation: Howard A. Rusk, 
M.D., New York, N.Y. 


Preventive Medicine, Public Health and Statistics: Odin 
Anderson, PH.D., New York, N. Y¥.; Leroy E. Burney, 
M.D., Washington, D.C. 


Psychiatry: George A. Constant, M.D., Victoria, Tex.; O. 
Spurgeon English, M.D., Philadelphia, Pa.; Ian Steven- 
son, M.D., Charlottesville, Va.; Stewart Wolf, Jr., M.D., 
Oklahoma City, Okla. 


Radiology : Earl E. Barth, M.D., Chicago, IIl.; Ross Golden 
M.D., Los Angeles, Calif.; E. P. Pendergrass, M.D., Phila- 
delphia, Pa. 


Rheumatic Disorders and Arthritis: W. Paul Holbrook, 
M.D., Tueson, Ariz.; John W. Sigler, M.D., Detrgit, Mich. 


Tropical Medicine: W. A. Sodeman, Jr., M.D., Philadelphia, 
Pa. 


Urology: J. A. Campbell Colston, M.p., Baltimore, Md.; 
Robert Lich, M.D., Louisville, Ky. 
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sulfonamide therapy at its best 


more rapid recovery... 
because of rapid, prolonged high blood 
and tissue levels of triple sulfa mixtures. 


WF ;F 
get them out of bed quickly...safely Tim 
urine make! risk of stalluria 
As specific as antibiotic: in ma 3 
of Tri-Sulfanyl syrup appeals to all, 
contains 0.5 Gm. of total sul (equal parts of 
sulfamer zine sulfath zole) with 
0.375 Gm. of sodium citrate ii up only 
“division of U.S. Vitamin Corporation 
250 East 43r St, t., New York'17,N.Yo 


In prophylaxis of angina pectoris 
“The best results...” 


“The best results . . . in both clinical and electrocardiographic response, were 
observed with a combination of meprobamate and pentaerythritol tetranitrate 
[EQUANITRATE]. .. .”’ Russek! so reported using double-blind methods in an 
important new study of pentaerythritol tetranitrate, a placebo, meprobamate, 
and EQUANITRATE. 

EQUANITRATE reduces the frequency and severity of attacks and controls 
angina-triggering emotions. 

Supplied: EQUANITRATE 10 (200 mg. meprobamate, 10 mg. pentaerythritol tetranitrate), white 


oval tablets, vials of 50. EQUANITRATE 20 (200 mg. meprobamate, 20 mg. pentaerythritol 
tetranitrate), yellow oval tablets, vials of 50. 


1. Russek, H.I.: Am. J. Cardiol. 3:547 (April) 1959. 


and Pentaerythritol. Tetranitrate, Wyeth 


1, Pa 


Newly Available 
Equanitrate 20 
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Letters from Our Readers 


Yours Truly 


Unsigned letters to the publishers or the editors are ignored. However, the anonymity 
of authors of letters published in this department will be preserved upon request. 


“Off the Cuff” 


Dear Mr. Cahal: 

I was shocked to read the item about the World 
Medical Association in your “Significant Events” 
column for October 1959. 

While it is true that Dr. Gosse made these remarks, 
it might have been a little fairer to find out the facts. 

Dr. Gosse based his remarks on an “‘off the cuff” 
remark made in Edinburgh by a delegate who said he 
had “heard rumors” to the effect that WMA was 
American dominated. Both the British and Cana- 
dian delegates at the WMA meeting admitted they 
were wrong before they went home. 

The remarks of Dr. Gosse were not only false but 
ridiculous. The only social activities are those pro- 
vided by host associations and none by WMA. 

As to not “having time for her children,” the WMA 
has come to the aid of many of its member associa- 
tions. One of the “children’”’ happens to be Cuba 
and I can assure you that Cuba will testify that 
WMA’s intervention not only prevented the slaying 
of many doctors but protected their rights to per- 
form humanitarian duties. 

As for being involved in community affairs, the 
WMA is definitely so involved and it should be. 

It. sponsored the only two World Conferences on 
Medical Education. If you will take the trouble to 
read the accounts of the Second World Conference 
held only the week before the Canadian meeting, you 
will find that one event would have justified the ex- 
istence of WMA. In addition, it has established a 
Central Repository for Medical Credentials; is spear- 
heading the adoption of an emblem to protect medi- 
cal units in Civil Defense; has established an Interna- 
tional Codeof Medical Ethics; has been thespokesman 
for the medical profession at the international level 
and has done more than all other organizations put 
together to protect the freedom of the practicing pro- 


fession and the rights of the general practitioner at 
that level. 
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You are mistaken in saying only 33 countries were 
represented. There were 38. You should bear in mind 
that all those present had to pay their own way or be 
helped by their national associations. There is no 
government money available to pay their trans- 
portation. 

Louis H. BAUER, M.D. 
Secretary General 
Wor!d Medical Association 


“A Word of Caution” 


Dear Sirs: 

I have just finished reading “The Psychology of 
Hypnosis” in the September GP. I should like to in- 
quire if the psychiatric representatives on the edito- 
rial advisory board reviewed this article prior to 
publication. This also raises the question of whether 
other articles are reviewed by experts in each field 
prior to their publication. 

Dr. Heron’s article is, in my opinion, highly mis- 
leading and dangerous. Its tone of sweetness and 
light tends to present hypnosis as an innocuous pro- 
cedure by which many irritating problems connected 
with general practice can be alleviated or eliminated 
without any distressing side effects. 

The author surely must be familiar with the fact 
that there are very grave risks that must be assumed 
by anyone who undertakes hypnosis of patients. The 
risks must be evaluated in each individual case in the 
light of the psychodynamics of the patient, the ur- 
gency of need for relief of symptoms, and the possi- 
bility of precipitating more severe manifestations of 
unresolved conflicts by alleviation of the symptoms 
already chosen. 

Only recently in this city we have had an instance 
of a young woman being thrown into a severe cata- 
tonic reaction through the inept bungling of a lay 
hypnotist, who relieved her headaches by suggestion. 
Instances of this kind are familiar to everyone with 
experience in psychiatry and the use of hypnosis. 
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Because women during pregnancy are particu- 
larly prone to secondary fungal infection, they 
benefit from the extra protection of nystatin. 


Cosa-Tetracyn® (glucosamine-potentiated 
tetracycline) provides peak levels of antibiotic 
activity against a broad range of susceptible 
organisms, 

Nystatin provides specific protection against 
overgrowth of Candida albicans. 
Cosa-TETRASTATIN provides tetracycline effec- 
tiveness with minimum risk of moniliasis. 


PARTICULARLY 
for the 
“OB” patient 
who requires 


co SA-TETRASTATI N® 


tiated tetracycline with nystatin 


Supplied: 

Capsules Oral Suspension 

(pink & black) (orange- Pineapple Re flavor) 

250 mg. Cosa-Tetracyn 2 oz. bottle, 

plus 250,000 u. nystatin (5 cc.) contains 125 mg. 
Cosa-Tetracyn plus 
125,000 u. nystatin 

A Professional Information Booklet providing 

complete details on Cosa-Tetrastatin is avai!- 

able on request. 


Science for the world’s well-being™ 


PFIZER LABORATORIES . 
Division, Chas. Pfizer & Co., Inc. 
Brooklyn 6,N.Y. 
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Yours Truly 


The publication of an article of this kind is akin to 
suggesting that, with a good book and the proper 
instruments, the average general practitioner could 
undertake intracardiac surgery with perfect com- 
posure. 

COLLIN BAKER, M.D. 
Tampa, Fla. 


A guest editorial in the August issue anticipated and 
answered Dr. Baker’s objections. See page 83, August, 
1959, GP.—PUBLISHER 


Yankee Visit Enjoyed 


Dear Mr. Cahal: 

I want to thank you very much for your personal 
kindness at Chicago and the courtesies extended 
by your staff, ie., Mr. Charles E. Nyberg, at the 
Academy headquarters in Kansas City. 

I was only sorry that my world tour could not con- 
clude with a longer visit in the States, and in particu- 
lar the American Academy of General Practice. In 
the future I shall endeavour to make sure that other 
visitors allow a longer time for this purpose. I feel 
sure that your Academy and our College have very 
much in common, and that we could have many 
profitable discussions between our office bearers. 

JOHN G. RADFORD, M.D. 
Chairman 
Research Committee of Council 
Australian College of General Practitioners 
Sydney, Australia 


Acclaim for New Face 


Dear Sirs: 

After perusing the September issue of GP care- 
fully, it is my conclusion that the changes which you 
have made in your format greatly improve the value 
of your publication. 

May you have many years of continuing progress 
in your leadership of medical journalism. 
THOMAS M. RIVERS, M.D. 
Vice President 
Medical Affairs 
The National Foundation 
New York, N. Y. 
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Dear Sirs: 

Congratulations on your new format—in particu- 
lar the addition of a partial table of contents on the 
back binding. 

RICHARD G. HARDENBROOK, M.D. 
Bagdad, Ariz. 


Dear Sirs: 

The new GP is modern and attractive. When I 
learned about the proposed change I wondered how 
GP could be improved. It has been outstanding from 
the beginning. Now it is better than ever. It is a 
pleasure to read it. Congratulations to your entire 
staff. 

HARROL W. BAKER 

Chairman, Board of Directors 
The Baker Laboratories, Inc. ; 
Cleveland, Ohio 


Dear Mr. Cahal: 
Having tried to be a publisher of a journal in the 
health field of a much less ambitious character, I 
know how changes in format often seem to draw 
little attention. I have looked at your September 
issue and I think the new styling is unusually at- 
tractive, keeping pace with the past high standards 
set by your magazine. By the thickness of the maga- 
zine, I rather guess you have a number of policy 
questions before you, but it is hard not to be im- 
pressed by success. 
I also read your annual report and was very much 
impressed with the statistics presented, but even 
more so with the progressive tone you have set for 
the future growth of the Academy. 
GEORGE BUGBEE 
President 

Health Information Foundation 

New York, N. Y. 


Dear Sirs: 

You may or may not remember that some months 
ago, I wrote you suggesting that lead article titles 
should be placed on the narrow binding margin of 
each issue. I am so pleased that your September 
issue includes this most helpful idea. 

G. S. BACKENSTOE, M.D. 
Emmaus, Pa. 
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MORRIS PLAINS, N.J. 


brand of pentaerythritol tetranitrate 


With the aid of 
Peritrate, compensatory 
collateral circulation 
develops 

around damaged 
myocardium. 


Peritrate’ 20 mg. 


after the coronary 
Peritrate improves blood flow 
..with no significant 

drop in blood pressure 


Peritrate aids in the establishment of vital collat- 
eral circulation in the postcoronary patient. 


- Unlike nitroglycerin, Peritrate is a selective vaso- De: 
dilator that works almost exclusively on coronary I 
vessels with only minimal peripheral effects. It offi 
increases coronary blood supply without signifi- the 
cant fall in blood pressure or increase in pulse the 
rate. Prescribe Peritrate 20 mg. q.i.d. for your post- bee 
coronary patients. exp 
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Dear Sirs: 

For some time now I have meant to write your 
office a letter of appreciation for the quality of work 
the staff produces in publishing GP and in planning 
the annual Assemblies. I was indeed sorry to have 
been unable to attend this 1959 session. In my brief 
experience I have found no other medical organiza- 
tion whose national functions and publication are as 
practical and well-balanced in scope as the AAGP. 
I like the new format particularly well. 

RUTH PEACHEY, M.D. 


Passaic, N.J. 


Dear Sirs: 

I would like to compliment you on your new layout 
and typography in GP. I think it does wonders for a 
publication which I have always felt was pretty 
wonderful. 

I was especially interested in the article (“‘Doctors, 
Drugs and Critics’) by Fred Roll in the September 
issue which I feel is an excellent approach to some 
specific public relations problems. 

TED KLEIN 

Public Relations Director 
Paul Klemtner & Company, Inc. 
Newark, N.J. 


Not So Deficient 


Dear Sirs: 

It is always a pleasure to read GP, and especially 
an article such as Dr. Edward Reisner’s in the August 
issue. While not new, statements such as “‘... it is 
almost impossible to find a diet so deficient in it (B12) 
that signs or symptoms of the deficiency will develop”’ 
are always welcome. The warning against prescribing 
multivitamin pills which contain folic acid for pa- 
tients with pernicious anemia is worthy of annual 
repetition. 


MYRON C. GREENGOLD, M.D. 
Canoga Park, Calif. 


Ps: As August was a rather slow month, I was abie 
to average 36 minutes a day reading journals, looking 
at mail, writing letters to the editor, etc., instead of 
my customary 32. I had time to count 15 advertise- 
ments in the August GP for nutritional supplements 
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containing vitamin By, to wit: Amplus, Amvicel-X, 
Beminal, Combex, Eldec, Filibon, Gevral, Lufa, 
Myadec, Natalins Cumprehensive, Precalcin, Ritonic, 
Vastran, Deca-Vi-Sol and Viterra. Six of these prod- 
ucts also offer folic acid in varying amounts (Combex, 
Eldec, Filibon, Geval, Natalins Comprehensive and 
Precalcin). 


Another Answer 


Dear Sirs: 

This is written in reference to one of the answers 
given in “Information Please’ (page 174) in the 
March 1959 GP. Apparently, the consultant in this 
case was not very well qualified to answer this 
question. 

I feel certain that great numbers of men through- 
out the country will tell you that ear pain during 
airplane flight can be and is prevented in a great 
majority of cases. A great many of them use one of 
the decongestants, many of which are now on the 
market. 

One that I have found very effective in my per- 
sonal plane is Triaminic produced by the Smith- 
Dorsey Laboratories. After noting this on my own, I 
later found out that one of their similar preparations, 
Triaminicin, is being used prophylactically on the 
large airlines flying in the northern portion of the 
United States. The smaller airline in Tennessee is 
now in the process of trying this drug. Thus far, their 
experience with it has been satisfactory. 

CLYDE ALLEY, M.D. 
Nashville, Tenn. 


Charitable Offering 


Dear Mr. Cahal: 

During the last two years there have been various 
proposals for medical mercy ships to be sent to under- 
privileged areas of the world as a good neighbor or 
person-to-person gesture. With these proposals, I 
most heartily agree. Two years ago I bought a ship 
intending to use her on such a mission but a mild 
coronary in the meantime has stopped any such 
ambition on my part. I would like to see a group of 
general practitioners do this if it is possible. There- 
fore, I have made the following arrangements: 
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Each NIONDOX Tablet 
Contains: 


Citrus bioflavonoid 
Biologically active and. 


water soluble. 

Ascorbic acid ......... 100 mgm 
Pyridoxine HCI ........ 5 mgm 


The same formula also is available 
with the addition of 0.66 mgm. 
vitamin K. 


Correct or Diminish Capillary Defect 


Abnormal capillary permeability and fragility may occur 
in or be associated with many disease conditions. 
NIONDOX provides essential support for the nutrient- 
supplying vascular termini, restoring and maintaining 
normal capillary permeability. The citrus bioflavonoid 
compound in NIONDOX is water-soluble and biologically 
active, assuring its ready absorption. 


SAMPLES AND LITERATURE ON REQUEST 


Los Angeles 38, California 
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My 110-foot ship, the Dorin, is available without 
cost to any group of physicians who would like to 
undertake such a mission under adequate sponsor- 
ship. There will be no charge at all for the use of the 
vessel. She is a 14-year-old ship perfectly adequate to 
go anywhere. She does need fitting out, cleaning up 
and painting. At the moment, I would not call her a 
beauty but she is more than adequate for such work. 

She has ample storage space in the bilges to carry 
one of the army portable hospital setups and will 
sleep a total of 20 persons. She can be operated, in- 
cluding all expenses, for between $50,000 and $70,000 
a year. This would include medical expense as well 
as actual ship expense. 

Savage Laboratories, Inc., an ethical pharmaceu- 
tical firm of Houston, has volunteered to stock the 
Dorin with Savage drugs without charge. Mr. J. B. 
Oliveros, owner of a Galveston shipyard, has agreed 
to fit her out and get her ready for the journey at 
cost. 

Here is an opportunity for a small but adequate 
mercy project certainly within the financial range of 
possibility. Any interested person may get in touch 
with me at the address below. 

PAUL WILLIAMSON, M.D. 
| Box 3103 
| Bellaire, Tex. 


Impressed 
| Dear Sirs: 
I have looked through the new Abstracts and feel 
you are to be congratulated. I+ will be valuable, since 
there were many exhibits I was unable to attend. 
Your whole program was excellent. My impression 
} was that all your members were serious about the 
work and were deriving a great deal of benefit from 
the meeting. 


Ross V. PARKS, M.D. 
Los Angeles, Calif. 


f All those who were associated with the develop- 
ment of Abstracts should feel a deep pride. It is a very 
attractive and informative issue. 


MERYL M. FENTON, M.D. 
Detroit, Mich. 
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Dear Sirs: 

I have received the impressive looking copy of the 
1959 Abstracts, which I will carefully read. I am glad 
to be able to share with you and your colleagues a 
pride in having produced such a valuable and inter- 
esting document. 

K. F. MEYER, M.D. 
University of California 


Dear Sirs: 

The Abstracts of the 11th Scientific Assembly is 
concise, informative and a most excellent reference 
book. Incidentally, it was one of the finest meetings 
I have ever attended. 

N. FREDERICK HICKEN, M.D. 
Salt Lake City, Utah 


Dear Sirs: 
You have done a beautiful job on the 1959 Abstracts. 
I consider the book worthy of a place of honor in my 
tibrary. It contains much information valuable to me. 
ASHTON L. WELSH, M.D. 
Cincinnati, Ohio 


Dear Sirs: 
As usual, the 1959 Abstracts is extremely well pre- 
sented. I shall cherish having this book in my library. 
J. VERNON LUCK, M.D. 
Los Angeles, Calif. 


Turning Point 
Dear Sirs: 

At this point I hardly know where to begin. Thank 
you very much for publishing my paper in the Sep- 
tember GP. It was one of tiie proudest moments of 
my life when I saw the beautiful manner in which 
you presented it. I wish to thank you also for the 
most generous honorarium. 

Publication of my paper represents what I hope 
will be the turning point in our efforts to retire hya- 
line membrane disease to oblivion. 

If, in the future, I have occasion to write other 
papers I will certainly submit them to GP for 
consideration. 

JACK CURRY REDMAN, M.D. 
Albuquerque, N. M. 


Yours Truly 
Dear Sirs: 
| 
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_in eight years Novahistine hasn’t cured a single cold—but it has brought 
prompt relief of symptoms to almost 8,000,000 patients* 


With the introduction of Novahistine, a better and safer way to relieve symptoms of a cold became 
available to :hysicians. The synergistic action of the Novahistine formula...combining an orally- 
effective vasoconstrictor with an antihistamine... promptly clears the air passages and checks irri- 
tant nasal secretions. NOVAHISTINE can eliminate the problem of rebound congestion and damage 
to nasal mucosa in patients who misuse topical applications. « For long-lasting ‘‘Novahistine Effect” 
prescribe Novahistine LP Tablets...which begin releasing medication as promptly as conventional 
tablets but continue bringing relief for 8 to 12 hours. Two Novahistine LP Tablets in the morning and 
two in the evening will effectively control the average patient's discomfort from a cold. Each tablet 
contains phenylephrine HCI, 20 mg., and chlorprophenpyridamine maleate, 4 mg. 

*Based on National Prescription Audits of new Novahistine prescriptions since 1952. 


Ss fa PITMAN-MOORE COMPANY Division of Allied Laboratories, inc. « Indianapolis 6, Indiana 
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Academy chapter meetings and postgraduate courses, as well 
as other medical meetings in which general practitioners will 
have an interest, appear here ~onthly. 


* Classified by the Commission on Education as acceptable 
for postgraduate study credits under Category I. Members 
should report actual hours of attendance. Maximum hours 
listed when available. 


DECEMBER 


*17: Kentucky chapter, Norton Memorial Infirmary Post- 
graduate Medical Seminar, Norton Memorial Library 
Auditorium, Louisville. (3 hrs.) 


JANUARY 


*9: Seton Hall College of Medicine and Dentistry, course on 
problems of urologic cancer, Martland Medical Center, 
Newark, N.J. (5 hrs.) 

*9: New Jersey chapter, annual meeting, Hotel Traymore, 
Atlantic City. 

*10-16: University of Colorado, general practice review, 
Denver. (48 hrs.) 

*13: University of Oklahoma, symposium on infectious dis- 
eases, University of Oklahoma Medical Center, Okla- 
homa City. (4 hrs.) 

*13: Seton Hall College of Medicine and Dentistry, course 
on the use, abuse and dangers of intravenous pitocin in 
obstetrics, Margaret Hague Maternity Hospital, Jersey 
City, N.J. (3 hrs.) 

*14: Seton Hall College of Medicine and Dentistry, one-day 
postgraduate seminar on surgery, St. Francis Hospital, 

| Trenton, N.J. (6 hrs.) 

*14-16: University of Florida, seminar on surgery, Gaines- 
ville. (15 hrs.) 

*15-23: Tennessee chapter, University of Tennessee, gen- 
eral practice cruise to Caribbean, embark New Orleans 
Jan. 15. (20 hrs.) 

“17: Southwestern Ohio Society of General Physicians, 
course on new concepts of metabolic disorders, Hartwell 
Country Club, Cincinnati. (5 hrs.) 

"18-21: University of Kansas, course on the heart: rheu- 
matic and congenital heart disease, University of Kansas 
Medical Center, Kansas City, Kan. (28 hrs.) ~ 

*19-21: Wisconsin chapter, et al., circuit teaching program, 
Viroqua, Waupun and Appleton. (4 hrs.) 

*20: Seton Hall College of Medicine and Dentistry, course 

on diagnosis, classification and treatment of toxemias of 
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pregnancy, Margaret Hague Maternity Hospital, Jersey 

City, N.J. (3 hrs.) 

*20-21: Alabama chapter, annual meeting, Hillman Audi- 
torium, Birmingham. 

*27: Seton Hall College of Medicine and Dentistry, dystocia 
clinic: classification of pelves, discussion of problems of 
anticipated dystocia, Margaret Hague Maternity Hos- 
pital, Jersey City, N.J. (3 hrs.) 

*29-30: Arizona chapter, annual symposium on heart dis- 
ease, Phoenix. (10 hrs.) 

*30: Seton Hall College of Medicine and Dentistry, course 
on calculous diseases of the GU system, Martland Medi- 
cal Center, Newark, N.J. (5 hrs.) 


FEBRUARY 


*8-10: University of Kansas, course on radiology and radio- 
active isotopes, University of Kansas Memon Center, 
Kansas City, Kan. (21 hrs.) 

*8-10: University of Pennsylvania, course on ibeiabide 
Graduate Hospital, Philadelphia, Pa. (18 hrs.) 

*10: University of Oklahoma, course on rehabilitation of the 
cardiac patient, University of Oklahoma Medical Center, 
Oklahoma City. (4 Ars.) 

*11: University of Kansas, course on the ophthalmoscope: 
its use in medicine, University of Kansas Medical Cen- 
ter, Kansas City, Kan. 

*11: University of Wisconsin, two-day course on laboratory 
diagnosis for general practitioners, Wisconsin Center 
Building, Madison. (14 hrs.) 

*11-13: University of Florida, seminar in pediatrics, Gaines- 
ville. (15 hrs.) 

*15-16: Oklahoma chapter, annual meeting, Tulsa Hotel, 
Tulsa. 


CONTINUED ON PAGE 313 


Annual AAGP Meetings 


Annual Scientific Assembly 
Mar. 21-24, 1960: Convention Hall, Philadelphia. 


Apr. 17-21, 1961: Miami Beach Auditorium, Miami Beach, 


Fla. 


Anrual Symposium on Infectious Diseases 


Sep. 23, 1960: Battenfeld Auditorium, Kansas City, Kan. 
Sep. 15, 1961: Battenfeld Auditorium, Kansas City, Kan. 


Annual State Officers’ Conference 
Sep. 24-25, 1960: Hotel Muehlebach, Kansas City, Mo. 
Sep. 16-17, 1961: Hotel Muehlebach, Kansas City, Mo. 
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Severo Ochoa, M.D. and Arthur Kornberg, M.D. 
The Teacher and the Student 


IN 1947, a postgraduate student with ‘‘an extremely brilliant 
and rapid mind” worked under New York University’s pharma- 
cology department chairman. Twelve years later, the teacher, 
Dr. Severo Ochoa (upper left), and his pupil, Dr. Arthur 
Kornberg (lower left), shared the Nobel Prize for medicine, 
awarded to U.S. scientists for the second consecutive year. 

In lay terms, the two men were honored for their contribu- 
tions to the understanding of the life process. Each produced, 
artificially, one of the key substances of life and found out 
what happens chemically in the process. Dr. Ochoa discovered 
an enzyme that promotes production of RNA (ribonucleic acid), 
believed to be crucial to the production of protein. 

Dr. Kornberg discovered an enzyme which has a like function ~ 
for DNA (deoxyribonucleic acid), the chemical that passes 
on hereditary information from one generation to another. 

As a spokesman for the Caroline Institute (the Swedish 
organization that made the selection) put it, the prize went 
to “‘two of the best biochemists of the present time in their 
most active age.’’ Ochoa is 54, Kornberg, 41. 

Severo Ochoa, a native of Spain, came to the United States 
in 1941 as an instructor and research associate in pharmacology 
at Washington University, St. Louis. The next year he moved 
to New York University, where he is now chairman of the’ 
biochemistry department. Dr. Ochoa (who became a U.S. 
citizen in 1956) received the Association of American Medical 
Colleges’ Borden Award in Medical Sciences last year 
for his work in the field of enzymology. 

Arthur Kornberg has also been associated with Washington 
University. From 1953 to 1959, he was both professor 
and head of the St. Louis school’s microbiology department. 
Prior to his appointment there, he served as chief of the 
enzyme and metabolism section, National Institute of 
Arthritis and Metabolic Diseases. An 11-year commissioned at 
officer in the USPHS, the University of Rochester graduate ap: 
is now professor and executive head of Stanford University’s 
Department of Biochemistry. 
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Raudixin-the cornerstone of antihypertensive therapy- 
helps relieve the pressures in your patients-helps 
relieve the pressures on your patients / 50 and 100 mg. tablets 
whole root rauwolfia for exceptional patient response 


Squibb Whole Root Rauwolfia Serpentina/‘RAUDIXIN’® 18 A SQUIBB TRADEMARK 
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Dewey and the “Doctors” 


THE LITERARY EFFORTS of Dr. Dewey Anderson, 
a Leland Stanford Ph.D., too often come to our 
attention. In a recent publication Dr. Anderson 
modestly claims to be “‘a widely known research 
expert.”” Although we don’t share Anderson’s 
opinion of himself, we do know that he heads the 
Public Affairs Institute in Washington, D.C. 

The PAI, Anderson reminds us, is “a nation- 
ally known nonprofit research organization.” 
Apparently any agency, or perhaps even any per- 
son, placed in juxtaposition to Dewey Anderson, 
becomes immediately “widely known” or “na- 
tionally known.”’ We’ll give all concerned the 
benefit of considerable doubt (having never heard 
of either until about a year ago). We do know 
that the PAI tries to resemble a government 
agency—something it most certainly isn’t. 

Be all these things as they may, Anderson’s 
latest contribution to journalism is entitled The 
Present Day Doctor of Chiropractic. If this bookiet 
was not produced with funds supplied by the 
National Chiropractic Association, then Dewey 
missed the boat. It’s pure propaganda and worth 
a fortune to the NCA—though published and 
distributed by the PAI. In a covering letter, 
signed by L. M. Rogers, executive secretary of 
the NCA, Dewey’s dissertation is termed “an 
unbiased, objective appraisal of a healing profes- 
sion that 35 million Americans have turned to in 
search of health.” We will always wonder what, 
if anything, these sad souls will find. 

We're given to understand that today’s chiro- 
practor comes from a “‘middle class background,” 
that he’s an “average American.” According to 
Anderson, there has not been time for “father-son 
inbreeding that characterizes so much of the 
medical profession.” This, Dewey deduces, has a 
direct bearing on fees. Chiropractors charge “mod- 
est” fees, physicians often charge “all the traffic 
will bear.” Let’s not forget that this is an wn- 
biased, objective report. 
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The thread which winds through the 32-page 
booklet is a patently unsuccessful attempt to up- 
grade a cult. Properly stimulated, Anderson could 
come up with a similar work on homeopathy, 
naturopathy or witchcraft. 

Any intelligent person who makes a half- 
hearted effort can draw the line between fact and 
fiction. But too many people won’t try. Instead, 
they will peruse Anderson’s booklet and go for 
the bait, the hook, the line and the sinker. They 
will go trotting off to a chiropractor, get a high- 
priced backrub—and ignore a serious illness. A 
few will probably die. 

The “Public Affairs Institute’’ is not an objec- 
tive, eleemosynary agency (as the unwary recipi- 
ent of its booklet might assume). It is, instead, a 
special-pleading, unscientific and thoroughly 
biased “front” organization, promoting a cultist 
cause in total abnegation of its high-sounding 
title. 

It was not many months ago that this same 
Dewey Anderson sent the Academy “a confiden- 
tial preprint draft of a study to be published by 
the Public Affairs Institute...” The pseudo- 
economic piece tells how the AMA, termed “a 
professional trade union,”’ dictates the amount of 
health care people are “permitted” to receive. 

This booklet, not yet published, will probably 
be entitled Whose Health? It will also serve as a 
vehicle for conveying Anderson’s battle in behalf 
of chiropractors. In one place, Dewey says that 
“in the course of the next ten years the average 
training of doctors of chiropractic will likely have 
reached the level of training and competency net 
less than that of a great many general practition- 
ers practicing today.”’ This bit of ambiguity indi- 
cates that Dewey is concerned neither with accu- 
racy nor with intelligent handling of the English 
language. 

In journalism, as in almost every profession, 
there are written and unwritten rules. The easiest 
and quickest way to incur the extreme displeas- 
ure of a writer or an editor is to deliberately pros- 
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titute an honorable profession. Dewey Anderson, 
a man who consistently chooses to twist and dis- 
tort any facts he can’t blatantly ignore, who 
chooses to sell himself in the propaganda market 
place, moves forever in the shadows of gross 
reprehensibility. 


Everywhere We Wander 


EVERY YEAR millions of Americans travel to dis- 
tant lands. The jet age has brought even the 
exotic countries very close to us. It is possible to 
have breakfast in New York and a steak dinner 
that night in Buenos Aires. This proximity of 
once distant foreign countries brings the medical 
problems of these lands right to the physician 
practicing here. 

On page 112 of this issue, Dr. B. H. Kean ex- 
plains medical problems of the tourist and how 
he may avoid getting ill by proper protection 
before leaving the United States and by taking 
ample precautions in the countries he is visiting. 

Other difficulties become apparent when the 
returning traveler comes to the doctor with com- 
plaints suggesting that his illness might have 
originated while he was abroad. A careful history 
must be obtained, a stool examination made 
(particularly a warm stool) and various special 
laboratory tests may be indicated to rule out or 
diagnose a disease not ordinarily encountered. 

The practicing physician should therefore 
broaden his field of medica] information to in- 
clude what were formerly considered rare or 
exotic diseases in this country. 


Stand Up, Be Counted 


AT A CONFERENCE in St. Louis several weeks ago, 
Mr. Joseph Stetler, director of the AMA’s law 
division, was asked “how come the AMA couldn’t 
defeat HR 7225,” the bill that two years ago 
added disability income benefits to the social 
security program. 
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Mr. Stetler, an able and intelligent jurist, 
pointed out that HR 7225 would have gone mer- 
rily down the drain if every state medical society 
had stood up and been counted. Instead, some of 
the societies made a lot of noise during the early 
rounds but faltered at the finish. 

It’s not our purpose to chastise these societies 
(though we hope they learned a lesson). Instead, 
we want to disabuse a ridiculous misconception— 
namely, that the AMA can be all things to all 
people and that any problem can be solved by 
pushing the proper button at 535 North Dear- 
born St., Chicago, Ill. ‘Too often we hear men 
in the active practice of medicine and surgery 
say, “It’s not my problem. It’s the AMA’s.” 
These doctors seem to think that all they have to 
do is pay their dues and that the world will 
smile on them. 

We recently saw a good example of this—again 
involving a legislative matter of prime impor- 
tance. The bill in this case is HR 4700, the in- 
famous Forand compulsory health insurance bill. 
Labor unions sent several members of the first 
team (including Walter Reuther) to testify in 
favor of the bill. 

Many state societies were well represented. 
Others submitted statements for the record. 
Others were either too busy or totally uncon- 
cerned. At a time when every last measure of im- 
pact was needed, some of the state societies said, 
“It’s not our problem. It’s the AMA’s.” One 
would almost think that compulsory health in- 
surance can’t cross state lines. 


Gray’s Anatomy 


THE twenty-seventh edition of Gray’s Anatomy 
was published in mid-August, 100 years after the 
first edition bewildered erstwhile students and be- 
came the doctor’s anatomy bible. A hundred years 
of continuous publication is an event worthy of 
note. The first issue contained 786 pages and 368 
illustrations. The twenty-seventh edition, edited 
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by Dr. Charles Mayo Goss, Louisiana State Uni- 
versity, has 1,458 pages and 1,174 illustrations. 

We don’t know whom to congratulate. Much 
of the credit must, of course, go to the late Dr. 
Henry Gray, a brilliant anatomist and scholar 
who died at the age of 34. An equal portion, with 
best wishes, must go to our friends at Lea & 
Febiger. 


Abraham Flexner, M.D. 


FIFTY years ago, Dr. Abraham Flexner reported 
that more than 75 per cent of the nations’ medical 
schools were unfit to train physicians. The 
author of the famous Flexner report, less well 
known as “‘Medical Education in the United 
States and Canada,” added that 120 of the 155 
medical schools were little more than poorly- 
equipped diploma mills. 

Dr. Flexner, who helped establish modern 
university systems in the United States, England 
and Germany, founded the Institute for Ad- 
vanced Study in Princeton, N.J. As a key man 
in the Rockefeller Foundation, he routed millions 
of philanthropic dollars into education channels. 

Dr. Flexner, 98, died at his home in Falls 
Church, Va. 


Uncle Wilfred 


LIKE MANY of us, Uncle Wilfred is baffled when 
people start talking about the national debt and 
billions of dollars. To him, it’s like talking about 
something infinitely large. 

Recently a friend came to his assistance. This 
friend analyzed Uncle Sam’s financial position, 
lopped off zeros here and there, and gave Uncle 
Wilfred a clear picture of the nation’s economy. 
At the moment, Friend contends Uncle Sam is 
like a man who earns $7,000 a year and owes 
$29,000. 

Maybe, Uncle Wilfred points out, it’s better to 
worry in terms of billions and billions of dollars! 
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Sick, Really Sick 


BROWSING through the New York Times, we came 
face to face with a full-page ad extolling the vir- 
tues of the only really real doll. Intrigued by the 
unlimited possibilities this heading offered, we 
read on to discover the raison d’etre for this Madi- 
son Avenue splash was “‘Marybel, the doll who 
gets sick and then gets well’! Not content with 
dolls that merely coo, sleep, burp and wet, a toy 
manufacturer (who must certainly be a hypo- 
chondriac) has come up with one that can break 
an arm or leg, catch chickenpox or measles (or 
do all four—if you’re desperate). Implying that 
Marybel is all that’s needed to make any 7- 
year-old tomboy into a gentle, loving Florence 
Nightingale, the adman pictures the joy of mak- 
ing Marybel wear dark glasses through her siege 
of measles, bathing her fevered brow (washable 
vinyl, of course) and mooning and crooning “‘over 
her when she’s miserable with measles, desolate 
with chickenpox, stricken with a broken arm or 
completely collapsed with a fractured leg.” 

To drive things home a bit further, the ideal- 
istic copywriter comes right out and says that 
children enjoy realistic calamities and disaster. 
They’re tired of having nice, cuddly, normal dolls 
that never run into a germ. Just to make sure 
poor old Marybel does catch something, she 
comes equipped with a roll of measles and one of 
chickenpox. Many busy family doctors probably 
wish that measles or chickenpox could be rolled 
off in a flash. And, if business were slow, the 
county society could fire up an instant, commu- 
nitywide roll-on epidemic. 

If you’re low on other supplies, Marybel also 
comes with a plaster leg cast, an arm cast, 
crutches and her own band-aids, all in a “beau- 
tiful gift box.’’ Think of that—no more black 
bags. 

GP won’t make any predictions on Marybel’s 
effect on the nation, but don’t be surprised if 
your next measles patient is only 16 inches tall. 
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More than five million American children 

are plagued by nocturnal enuresis. 

The author concludes that there is strong evidence 
relating to causative food allergies. 

He stresses the need for further urologic 

and neurologic investigations. 
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JAMES C. BRENEMAN, 
Galesburg, Michigan 


NOCTURNAL ENURESIS has remained an unsolved 
problem as long as medicine has recorded its his- 
tory. Neighbor, grandmother and charlatan have 
offered their own sure-cures. The physician, too— 
faced with the dilemma—developed methods 
which eventually fell into discard as useless or 
unconvincing, leaving the original enigma as 
unexplained as ever. 

Repeated treatment failures have created hap- 
less parents. The still more unfortunate children 
must wait until “they grow out of it.” During 
me this growing period, however, these diaper- 

} shackled children become social outcasts. They 
me have the normal desire to be one of the crowd, 
go to camp, or to sleep at a friend’s house. They 
| dare not participate in these activities because of 
| fear of being discovered and ridiculed. The result- 
| ing shame, superimposed on normal insecurities 
} of this very sensitive age group, nurtures dejec- 
tion, mistrust, withdrawal, hostility, resentment 
and rejection—asocial traits which can persist 
into adult life. 

Adults who have been enuretic as children 
show decreased self-confidence, decreased educa- 
tional attainment and increased involvement in 
criminal acts. Several investigators have shown 
that psychopathic, delinquent and criminal be- 
havior are closely related to prolonged enuresis. 
The more prolonged the enuresis, the more inti- 
} mate the association with crime. Some series 
show that almost two-thirds of juvenile delin- 
quents are, or have been, enuretic. 

The wet bed might well be the seed bed of 
Juvenile delinquents and mature criminals. 
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Allergic Cystitis: The Cause of Nocturnal Enuresis 


Importance of Problem 


The incidence of nocturnal enuresis is greater 
than most seem to appreciate. As soon as some 
hint of help is announced, cases appear in amaz- 
ing numbers. My experience would indicate that 
there are at least 20 unknown cases for each 
known case. Addis stated that 18.4 per cent of 
all children coming to his clinic admitted having 
nocturnal enuresis. Lapouse and Monk suggested 
that 17 per cent of all “‘normal”’ children between 
ages 6 and 12 have nocturnal enuresis. The inci- 
dence is at least twice as great among the 3 to 6 
age group. Calculations based on these statistics 
would indicate that of our 30 million children 
from 3 to 12 years of age, five million or more 
are enuretic. Apparently few disorders affect so 
many children for so great a time. Enuresis, 
therefore, is an important influence on the ma- 
turing personalities of our population. 

Parental concern for an enuretic child is hardly 
assuaged by most available medical advice. Their 
anxieties are only augmented by such conflicting 
advice as “give more attention,” “give less at- 
tention,” “give gold stars,” “‘scold,’’ “‘punish,”’ 
etc. To recommend for their enuretic child a de- 
vice to electroshock him, eject him from bed, 
scare him with flashing lights and ringing bells 
would serve to aggravate their quandary even 
more—and what must it do to the child! 

The obvious inadequacies of our management 
of enuresis prompted further investigation of this 
important disorder. 


History of Investigation 
TRIAL OF METHSCOPOLAMINE BROMIDE 


In 1953, methscopolamine bromide appeared 
as a treatment for duodenal ulcer. Before its 
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_ Allergie Cystitis: 


The Cause . 
of Nocturnal Enuresis 


TABLE 1, 
Trial of Methscopolamine Bromide 
on Nineteen Patients 
Case Enuresis 
Num- Con- 
ber Age Sex Medication trolled 
1 10 Female Methscopolamine bromide Yes 
Female No 
3 610 Male Yes 
4 7 Female " No 
5 6 Male = Yes 
6 8 Female No 
7 6 Female - No 
8 Male Yes 
9 5 Male i No 
10 12 Male No 
11 5 Female No 
Female Yes 
is: Male No 
14 12 Male No 
15 6 Male - No 
16 24 Male " No 
17 5 Female No 
18 6 Female sa No 
19 6 Female No 


exact dosage was determined clinically, I took 10 
mg. orally. In addition to the usual unpleasant 
side effects of overdosage with anticholinergic 
drugs, I noticed inability to empty the urinary 
bladder. Subsequently an attempt was made to 
utilize this side effect in treatment of resistant, 
nocturnal enuresis. Children over the age of 3 
with refractory nocturnal enuresis, who had nor- 
mal intelligence and no recognized urologic or 
neurologic defects, were included in this evalua- 
tion. (One male of 2 years, 9 months was in- 
cluded because he had attained complete bladder 
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control at 18 months. Nocturnal enuresis began 
one year later.) Excellent control was achieved in 
five patients; unsatisfactory control in 14 pa- 
tients (Table 1). It was interesting to note that 
some of these children could take 10 mg. of 
methscopolamine bromide per day without side 
effects, i.e., mydriasis, mouth dryness, bowel dis- 
tention or bladder atony. 

Although these therapeutic results were dis- 
appointing, further observation brought to light 
a high incidence of other abnormalities. These 
were characteristic of and consistent with allergy 
of some form. Family or personal history, or ac- 
tual manifestations of nasal, oral, bronchial, der- 
mal, alimentary or hematologic evidences were 
present in every patient-who had a complaint of 
nocturnal enuresis. 


ANTIHISTAMINES ADDED TO REGIMEN 


Antihistamines were subsequently added to 
the (methscopolamine bromide) regimen. The in- 
cidence of remissions nearly doubled, i.e., ten 
were controlled and 16 were not. There being no 
known method of determining when treatment 
could be withdrawn, prolonged use of medication 
was necessary to maintain remissions. (Table 2). 

Genitourinary allergy has been described. To 
gain proof of a correlation with enuresis, it seemed 
necessary to study fresh urine specimens for 
cytologic evidence of allergy—specifically eosin- 
ophils. 


LYSINOPHILS IN URINE 


In 1884, cytologic studies of urine sediment 
were carried out by Knoll. Later studies were 
conducted by Maurel in 1896, to show effects of 
distilled water on blood cells. Conclusions drawn 
from these studies would indicate that even fresh 
urine would probably not yield hematologically 
perfect eosinophils, but instead would show ev!- 
dence of deteriorating eosinophils. 

By centrifuging in the routine manner, decant- 
ing the supernatant liquid, smearing and staining 
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GROUP 1--IN VITRO LYSINOPHILS 


A. Almost intact eosinophils surrounded by crenated red cell 
contaminants. Note early loss of sharp nuclear and cyto- 
plasmic detail (three hours of incubation in urine). 


B. Increasing lysis is shown by “explosion” of nuclear and 
cytoplasmic membranes. Nuclear debris is scattered among the 
individual eosinophilic granules. These granules are the last 
cellular constituents to lose their identity (five hours lysis). 


C. Nucleus completely lysed. The cytoplasmic membrane is 
gone. Individual eosinophilic granules are swollen and are 
assuming a neutrophilic hue. Identification is difficult if the 
granules deteriorate much beyond this point (six hours lysis). 
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the sediment with Wright’s stain, we were able to 
identify such evidence in the specimens. Fifteen 
to 30 minutes’ scrutinizing of slides is usually 
necessary. 

Fruitless initial examinations were rewarded 
with success only when the urine was alkalinized. 
This was done by giving 20 gr. of sodium bicar- 
bonate four hours before collecting the specimen. 
For brevity and to eliminate confusion, the cellu- 
lar fragments of lysed eosinophils are herein 
termed “‘lysinophils.” 

In vitro studies were then carried out to be sure 
that “‘lysinophils’”’ were not an artefact. A patient 
with known eosinophilia of 8 per cent was selected. 
Ten cc. of blood were citrated and centrifuged. 
Drops of the buffy layer were added to the pa- 
tient’s urine. 

Before stained slides were made, this mixture 
was forced through a syringe to simulate the 
fluid agitation during micturition. The deteriora- 
tion of eosinophils was observed for six hours. 
In vitro photos are enclosed te show that eosino- 
phils suspended in urine are identical to the in 
vivo “‘lysinophils.”’ 

The urine from 30 allergic nonenuretic children 
was then meticulously examined for the presence 
of lysinophils. We were unable to discover lysin- 
ophils except in a single instance. Follow-up study 
showed that this patient had an allergic meatitis 
and vaginitis. Topical therapy with corticosteroids 
relieved this condition and lysinophils could no 
longer be found in the urine. 

Many of the symptoms and findings simulated 
those produced by an excess of serotonin. Ten 
enuretic urine specimens were checked for 5- 
hydroxy indole acetic acid. No abnormal quanti- 
ties were found. 

A trial of therapy with reserpine was, as ex- 
pected, ineffective. 


ANTIALLERGIC MEASURES ENCOURAGING 


On the basis of these studies, vigorous anti- 
allergic measures were instituted in the enuretic 
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GROUP 2—ACTUAL LYSINOPHILS FOUND IN URINE OF ENURETICS 


Stage 1: Lysinophils Stage 2: Lysinophils 


D, E, F. Almost intact eosinophils surrounded by urinary 
sediment. Cellular components are already blurred by lysis. 
These are as near hematologic perfection as can be found in 


G, H, I. Further lysis is shown by nuclear fragmentation and 
partial expulsion from the cell. Nuclear detail is almost lost. 
Cytoplasmic fragmentation and vacuolization is progressing. 
urinary sediment. If more perfect specimens are found, one Granular detail is still relatively intact. 

must suspect faulty collection of urine, i.e., anterior urethral or 3 

vaginal contamination. 
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Stage 3: Lysinophils Stage 4: Lysinophils 


J, K, L. Nucleus identifiable only because of its hasophilic M, N, O. Only cytoplasmic skeleton and a few swollen gran- 
color and its proximity with fragmenting cytoplasm. Unless ular chips identify these specimens as having ever been 
observer is aware of previous stages of lysis, these would hardly eosinophils. 

be recognized as cellular structures. Note the slight neutro- 

Dhilic hue the granules are assuming. Granular size is thé 

most persistent characteristic of lysinophils. 
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Allergic Cystitis: 
The Cause of Nocturnal Enuresis 


GROUP 3—BLADDER BIOPSIES 


P. Eosinophils shown in muscular layer of bladder. Note S. Mucosal eosinophils, as shown here, are probably the 
separation of tissues by edema. source of urinary lysinophils. 


Q. Eosinophilic infiltration of muscular layer closely resem- 
bles that seen in bronchial smooth muscle of asthmatic patients. 


. “Tomorrow’s” lysinophils are shown choking mucosal 
capillaries. 


R. Marked submucosal infiltration by eosinophils. Here the 


intravascular eosinophilia is ten to 20 times that of the periph- 
eral blood of enuretic patients. 


U. “Today's” lysinophils are shown very near the mucosal 


surface. These would probably exfoliate soon and appear in 
the urine as lysinophils. 
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children. The percentage of “‘cures’”’ was encour- 
aging. As “‘cures” were effected, lysinophils dis- 
appeared from the urine. Several unexplained 
failures, however, were encountered. The pos- 
sibility of other causes of enuresis prompted 
cystoscopic study on six refractory enuretics. 
Chronic inflammation, edema or structural de- 
fects were found to explain the persistent enuresis. 
Bladder mucosa and muscularis biopsies showed 
a profuse eosinophilic infiltration. Differential 
counts of bladder biopsy specimens showed ten to 
20 times as many eosinophils as the blood differ- 
ential would suggest. The reason for resistance 
of these cases was a low-grade, chronic infectious 
cystitis superimposed on the allergic cystitis. One 
patient had a meatal stricture very likely caused 
by a chronic meatitis which was, in turn, due to 
prolonged irritation by urine-soaked bed clothing. 
Meatotomy materially aided the control of 
enuresis. 


ALLERGY AS REFLECTED BY THE BLADDER 


These findings quite convincingly showed that 
the bladder is not immune as an allergic shock 
organ. Its mucosa responds by exfoliating eosin- 
ophils and when edematous is a fertile site for 
incidental infection—not unlike the nasal or sinus 
mucosa. 

The bladder mucosa also simulates the skin of 
angioneurotic edema and urticaria, i.e., when 
edematous it becomes relatively insensitive, re- 
sulting in the loss of the sensation or urge to void. 
As the patients improved they began to be 
awakened by the urge to void, a new sensation 
to all of them. 

The bladder’s smooth muscle was involved by 
the adjacent inflamed mucosa. It responded by 
tightening and expressing urine, not unlike the 
manner in which the bronchial smooth -muscle 
responds in asthma. The muscle of the bladder 
sphincter, which was also quite edematous, was 


unable to contract sufficiently to maintain con- 
tinence, 
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PSYCHIC STIMULI 


The well-accepted observation that unusual 
psychic excitations provoke enuresis parallels 
that of allergic asthma which can also be incited 
by emotional turmoil. Exciting psychic stimuli 
can effect their abnormal manifestations only if 
sufficient allergic foundation exists. 


CORTICOSTEROIDS 


With these facts and conclusions, we again 
tried to improve treatment. Corticosteroid ther- 
apy was tried in three cases. The results were 
disappointing. 

Corticosteroids have a known propensity for 
spreading infections. Pyuria developed on the 
edematous locus minoris resistentiae of the blad- 
der. This resulting bacterial cystitis actually in- 
creased the severity of the enuresis in all three 
cases. Efforts to correct inhalant allergic condi- 
tions did not assist in the control of enuresis. 


FOOD ALLERGIES AS CAUSE 


Food allergies were deduced to be the logical 
cause of enuresis. Skin tests (scratch type) have 
proved relatively inaccurate in determining the 
offending food. This inaccuracy appeared to be 
inversely proportional to the duration of the 
enuresis. Elimination diets were then used, and 
this method has now evolved as the treatment 
routine. One hundred per cent of the last 60 
cases, (Table 3) have one or more specific food 
sensitivities as the basic cause of nocturnal enu- 
resis. Removal of these foods from the diet is the 
only therapy needed (Table 4). 

It is most reassuring to see the surly, hostile, 
uncooperative enuretic become a model child 
when his malady is corrected. School work, gen- 
eral achievements and ability to solve problems 
cause parents to ask if the I.Q. has risen. Com- 
pleteness of this transformation has an inverse 
relationship to the duration of enuresis. Person- 
ality improvement seems to exceed that expected 
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TABLE 2. 


Allergic Cystitis: 


me =6Evidence of Allergies Before Treatment The Cause 
of Nocturnal Enuresis 
Eosinophilia 
Blood Lysino- Enuresis 
No, Age Sex (Percent) Nasal  philia Chvostek Medication Controlled 
1 SF oer Yes + 1,2,4 Yes 
2 Yes + 1,4,2 Yes 
3 13 M 1 4+ Yes + 4,10,12,13 No 
1 4 Yes + 1,4,2 No 
5 5 F oe Yes + 1,4 No ae 
+ 1 No All the controlled enuretics showed a 
7 2 negative Chvostek coincident with cessa- 
138 8+ Yes 1 Yes tion of enuresis. I have observed this 
Yes 1 Yes same phenomenon in patients who have 
11 7 F 8 24 Yes Neg. 8,2,11,1,12 No Chvostek’s original work correlated a 
2 8 F 17 4+ Yes + 1,4,2,8,11,18 No positive reflex with the presence of hypo- 
18 6 F 14 24 ee 214 N calcemia. The calcium/phosphorus ratios 
2,144 No and urine Sulkowitz tests were checked 
16 18 M 1,2,4,8 No on four enuretic patients. All were found 
M 1,4,2 No normal. Empiric use of calcium orally did 
see Vos + 14 No not relieve enuresis nor alter the Chvo- 
ae 14 stek response. The common practice of 
14 ose using calcium to treat disorders of ac- 
20 12 =*F 5 (+e Tun - + 1,4,2 No cepted allergic origin, e.g., urticaria, 
21 12 M 3 *** Yes one 1 Yes causes one to suspect a very close corre- 
22 #12 M 3 ** Yes + 7.2.4 No lation between food allergy and Chvo- 
23 #6 M + 1,2,4 Yes stek’s hypocalcemic descriptions. 
25 24 M Yes + 1,4,2 Yes 
“ae ek 4 44 Yes +8 4,2,1,8 Yes From this prolonged study has evolved 
7 6 F 8 ** Yes see 4,2,1,8,5 No a routine that has yet to fail when the 
. 23 6 #*F 12 44 Yes + 4,2,1,8,5 No criteria of primary enuresis have been 


(See key on opposite page.) 


fulfilled. Routine history and physical 
examination are done with special search 


from enuresis control alone. This personality 
change usually appears several days before enu- 
resis is controlled and is so remarkable that it 
suggests a direct relationship between food aller- 
gen and personality traits. Repeatedly, the of- 
fending food has been administered after the 
“cure;” enuresis returns, accompanied by the 
irritable, yet apathetic, pretreatment personality. 


POSITIVE CHVOSTEK SIGN 


An incidental clinical finding has been a posi- 
tive Chvostek sign in enuretic children. As soon 
as this correlation was suspected, data was col- 
lected on the last patients of Table 3. Thirty-nine 
out of 46 patients displayed this phenomenon. 


for evidence of allergy. Laboratory pro- 
cedures include complete blood count, 
nasal smear for eosinophils and routine 
urinalysis. The urine to be examined for lysino- 
phils must be fresh and clean. It is collected in 
two glass fashion. Females must be carefully 
washed periurethrally, before the specimen is col- 
lected. Each of the two glass specimens is cen- 
trifuged and the sediment stained with Wright’s 
stain. If equal numbers of lysinophils are found 
in each sample, allergic cystitis is diagnosed. If 
the first glass specimen has the more lysinophils, 
their source must be urethral or meatal and can 
be treated topically or locally. 

If the patient is over 6 years of age, scratch 
tests for food sensitivity are performed. Treat- 
ment is then instituted by withholding the i- 
criminated food or foods. If therapeutic with- 
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is Evidence of Allergy 

Eosinophils Lysinophils Chvostek 

a Blood Before After Before After Medi- Result Food | 

0- No. Age Sex Nasal (Per Cent) Rx Rz Rx Rx Family History cation of Rx Allergen 

od 1 3 F 4+ 2 - 0 + Neg. Mother ** 1 Dry Peas 

rd 2 23% M 4+ 23 + 0 Neg. Neg Mother ** None Dry Pork, corn | 

id 3 4 F 44+ 9 a 0 Neg. Neg. Mother-egg 2,3 Dry Eggs, orange, 

0- sensitive, hives tomato ° 

*S-egg, 

of sensitive 

oa 4 8 F 4+ 6 + 0 + Neg. Mother ** 14 Dry Milk . 

a, 5 15 M 4+ 5 + 0 + Neg. Mother ** 1,4 ». Dry Milk, corn 

- Fs 5 F 8+ 5 + 0 + Neg Mother ** 6,5 Dry Milk 

3 + 0 + Neg. *S-sensitiveto 1,4,7. Wheat 

oranges | 
8 8 F 3+ 13 + 0 + Neg. Grandmother 1,3 Dry Milk, wheat 
allergic colitis 

ed 9 6 M 4+ 1 + 0 + Neg.  Mother-migraine 6,1,4,3 Dry Tomato, | 

he from milk milk | 

on 10 5 M 4+ 2 + 0 Neg. Neg. Mother ** 1,4 Dry Milk | 

al | 

ch ff Key ror TABLES 2 AND 3. (Continued on following page.) | 

0- * S-sibling 

it, ** Hay fever as 


ne *** Either patient refused or clinical value not appreciated at that stage of investigation. 
> 1. Benadryl—diphenhydramine hydrochloride 

in 2. Pamine—methscopolamine bromide (Provided by Upjohn Company, Kalamazoo, Mich.) | 
ly 3. Long-acting combination of pyrilamine maleate, metapyrilene hydrochloride, prophenpyridamine maleate (Provided as “P-M” 


il capsules by Paul J. Raisig & Company, Battle Creek, Mich.) 
4 4. Ephedrine hydrochloride | 
Ls 5. Isothipendyl hydrochloride (Theruhistin) (long-acting) (Provided by Ayerst Laboratories, Inc., New York, N.Y.) 
nd 6. Pyranisamine maleate | 
If 7. Parabromdylamine maleate (long-acting) (Dimetane) | 
ls, 8. Teledrin—chlorprophenpyridamine maleate (long-acting) 

an 9 


New York, N.Y.) 
ch 10. Tripelennamine hydrochloride 
11. Hydrocortisone 
n- 12. Reserpine 
13. Calcium salts 
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Allergic Cystitis: 
The Cause 
of Nocturnal Enuresis 


TABLE 3. (Continued) 
Evidence of Allergy 


Eosinophils 


Lysinophils 


Blood 
Sex Nasal (Per Cent) 


Before After 
Rx Rx 


F 2+ 14 
M 4+ 10 


F 4+ 7 


4+ 


4+ 


+ 0 
0 


Family History 


Food 
Allergen 


Mother ** 
Mother-eczema 
*S-eczema 
Mother, *S 
asthma 

Father ** 
Father-Enuretic 
2 uncles ** 
Father-asthma 
Mother-migraine 
from beef 
*S-enuretic 
Father-asthma 
Mother-migraine 
from beef 
*S-enuretic 
Mother-sensitive 
to wheat, oranges 
Mother-sensitive 
to egg 
Mother-allergic 
gastritis 

Father ** 
Mother-penicillin 
Father-penicillin 
*S-migraine 
from many foods 
Mother ** 


Twin-enuretic 
Mother-migraine 
Father-eczema 
*S-asthma 
Mother-sensitive 
to egg 
Twin-enuretic 
Mother-migraine 
-sulfa 
Father-eczema 


Milk 
Apple, 
wheat 


Milk 


Corn, pork, 
tomato 


Eggs, corn, 
wheat, beef 


Peanut, 
corn, 
cauliflower 


Wheat, corn, 
oranges 


Egg 
Corn 
Milk 


Corn, 
peanut 


Wheat, milk, 
corn 
Milk 


Egg 
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Choostek 
No. Age Rx Rx cation Rx N 
a 12 5 + Neg. 14 Dry 2" 
2: 
14 9 | 1 + 0 + Neg. 5 Dry P| 2 
12 + 0 + Neg. 3,1,5,8 
3 
4 16 5 F 4+ 2 + 0 Neg. Neg. 13. Dry ZZ 3 
3 
10 + *** Neg. 13 Dry 
at 18 3 F 2+ 2 + 0 + Neg. 5,2 Dry 3. 
3 
ae 19 6 F 4+ 7 + 0 + Neg. None Dry 3 
Were 0 6 0 + Neg. 5 Dry 
3 
a 21 6 M 4+ 3 + 0 + Neg. None Dry S| 
ie 22 6 M 4+ 9 + 0 + Neg. 3 Dry a 3 
23 6 M 3 + 0 ** Neg. None Dry 
a 24 13 )” eed 0 + 0 + Neg. 3,1,4 Dry = 
4 
25 6 F ote 5 + 0 wor - None Dry Milk 
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TABLE 3. (Continued) 
Evidence of Allergy 


Eosinophils 


Sex Nasal 


Blood 
(Per Cent) 


F 4+ 
M 
4+ 


4+ 


1+ 


4+ 


4+ 
4+ 
4+ 
4+ 
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Family History 


Mother-migraine 
and ** 

*S-** 

Mother, Grand- 
mother-asthma 
Grandmother, 
sensitive to 
citrus fruit 

Neg. Mother-angioneurotic 
edema 

Father-** 

Neg. *S-enuretic 
Mother-Raynauds 
Mother-sensitive 
to nuts, onion 
*S-eczema 
*S-asthma, ** 
*S-asthma 
*S-eczema 
Father 

Mother and 
*S** 

*S-asthma 
Mother** 
Daughter-colitis 
from wheat 
Mother-many 
food allergies 
*S-x-ray iodine 
sensitivity 
*S-hives 
Mother-hives, ** 
migraine 
*S-hives 
Mother-hives, ** 
migraine 


Milk, egg, 
rye 


Wheat 


Wheat 

Dry Wheat 
Dry Apple, wheat 
Dry Beef 
Dry Milk, chocolate 
Dry Egg, wheat 
Dry Wheat 
Milk, wheat, 


orange 
Milk, wheat 


Wheat, corn, 
chicken, peas 


Wheat, corn, 
chicken 


(Continued on following page.) 
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| 
Lysinophils Choostek 
od Before After Before After Medi- Result Food 
en No Ago Rx Rz Rz Rz cation «of Rx Allergen 
ik 12 + @ + Ne Dry Eg | 
le, 27 12 0 None Dry Milk 
at 
Ik 
28 10 5 + 0 + 5 Dry Orange 
k, 29 7 | 9 + 0 + 3,9 Dry P| 
ito q 
-ef 30 3 8 + + 8 Dry 
4 
ut, 31 6 | 0 + 0 None 
n, 
jer 32 3 M — 15 ~ 0 + 5 
mn, 
es 33 5 M 10 + 0 7 5 = 
ge 34 15 M 1 + 0 + 3 
35 7 M 2 + 0 + 5 Ee 
» 36 5 M 6 + 0 + 3,9 ; 
ilk 
37 10 M 44- 11 oe 4,1,3 
mn, 
ut 38 46 F 2 + 3 
ilk 
40 11 F 4+ 7 0 + 3,5 Dry 
. | 
‘lk 41 5 F 0 7,2,4 Dry 
| 
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Allergic Cystitis: 
The Cause - 
of Nocturnal Enuresis 


TABLE 3. (Continued) 


Evidence of Allergy 


Eosinophils Lysinophils 


Blood Before After Result Food 
Sex Nasal (Per Cent) Rx Rz Family History of Rx Allergen 


M 7 + 0 i *S-hives Dry Wheat, corn, 
Mother-hives, ** chicken 
migraine 
*S-hives Dry Wheat, corn, 
Mother-hives,** chicken 
migraine 
Mother-hives Dry Milk 
Mother-asthma Dry Milk 
eczema, ** 
Father ** Milk 
*S-conjunctivitis, 
rhinitis (allergic) 
Mother-eczema Egg 
*S-asthma-egg Egg, milk 
Father-asthma 
Mother-asthma Milk, egg 
Mother-asthma Milk, egg 
Mother ** Egg 
Father ** Egg 
Father ** Egg 
Father-allergic 
colitis (wheat) 
*S, sensitive 
to egg 
*S, sensitive 
to egg 
Father-asthma 


-Father-migraine 
and gastroenteritis 
from pork, fish and 
milk 

S-egg sensitivity 
Mother-wheat 
sensitivity 
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drawal of the suggested foods has not produced 
results within a week, the causative foods have 
not been indicated by the scratch test, and as a 
consequence the guilty foods have not been with- 
held. 

To control the majority of cases, a strict 
elimination diet is necessary. The basic diet is 
confined to: lamb, rice, rye, apricot, peach, beet, 
spinach, cherry, soybean, olive, tea. Cooperation 
and control can be materially benefited by intro- 
ducing a bedtime treatment regimen of long- 
acting antihistamine along with 2.5 mg. of meth- 
scopolamine bromide. 

The earlier successful results are seen by pa- 
tient and parent, the more enthusiastic the ad- 
herence to the regimen. If enuresis persists after 
these measures have been taken, either an inter- 
current infectious cystitis is present or the elimi- 
nation diet has contained a guilty food. 

Proper diet controls enuresis in three to seven 
days. The severe food restriction must then be 
relaxed slowly. It is done by adding one new 
food every two or three days. The inclusion of 
the offending food or foods in the diet will readily 
re-establish enuresis and withdrawal again will 
establish continence. 

The appropriate time to stop the bedtime 
medication can be best determined by the dis- 
appearance of (1) lysinophils from the urine, 
(2) the positive Chvostek and (3) the pretreat- 
ment personality. These signs usually disappear 
on the third or fourth day after the guilty food 
is withheld and will usually reappear within 24 
hours after the ingestion of the causative food. 
Clinical assessment of control and progress is 
greatly facilitated by careful attention to these 
findings. 

The incriminated food must be withheld sev- 
eral months. If it is added too soon, lysinophils, 
Chvostek and personality change will ‘usually 
reappear several days before enuresis is re-estab- 
lished. Their return is a valuable warning to 
remove the food again. 
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TABLE 4. 


Causative Foods in Order of Frequency 


The use of anticholinergic drugs is only par- 
tially effective in controlling enuresis. Of 19 cases 
treated with methscopolamine bromide alone, 
only five were satisfactorily controlled. Combined 
use of methscopolamine bromide, antihistamine 
and ephedrine resulted in an increased control of 
enuresis. Of 26 patients treated with this com- 
bination, ten were satisfactorily relieved. The use 
of corticosteroid therapy was without benefit in 
three cases. 

A positive Chvostek sign was found in a large 
number of enuretic patients. Calcium/phosphorus 
ratios did not indicate abnormal levels, but oral 
calcium salts were given daily in an effort to im- 
prove results. No benefit was observed. Relief of 
inhalant allergy was also ineffective. 

The high correlation of allergy with enuresis 
was explained only when food allergens were 
isolated and restricted from the diet. Sixty cases 
have been treated in this way to date. One hun- 
dred per cent control has been effected by appro- 
priate food restrictions. Coincident with enuresis 
control has been the disappearance of a positive 
Chvostek sign, the irritable personality and the 
fragmented eosinophils (lysinophils) in the urine. 
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Allergie Cystitis: 
The Cause 
of Nocturnal Enuresis 


Theory 


It is postulated that histamine causes allergic 
phenomena. All assimilated food must contribute 
some of its breakdown products to the urine. The 
foods tending to cause enuresis were usually pro- 
teins that were high in histidine. Histidine by 
decarboxylation, forms histamine. Best suggests 
that most protein metabolism is accomplished in 
the kidney and liver. The kidneys’ metabolic 
products, including decarboxylated histidine (his- 
tamine), may be __ . 1rce of allergic irritation to 
the bladder tissues. 

Certain bacteria can effect this same decarbox- 
ylation in the bowel. Efforts thus far at finding 
decarboxylating bacteria in the bladder have been 
unsuccessful. 


Summary 


Enuresis affects five million or more children 
in the United States. All cases of enuretic pa- 
tients over 3 years of age who had no structural 
urologic disorder or infection, and no gross mental 


or neurologic defect were investigated. Labora- 
tory study, six cystoscopic examinations, in vitro 
comparisons, clinical observation and study pre- 
sent strong evidence of the allergic origin of 
nocturnal enuresis. 

The evolved method of treatment, i.e., the 
elimination of specific food allergens, has reduced 
treatment failures to zero. In 60 consecutive 
cases, complete reversal of hostility and aberrant 
personality traits was observed as enuresis was 
brought under control. Enuresis, or more likely, 
its allergic etiologic agent, causes the asocial per- 
sonality. 

The number of patients in this series is suff- 
cient to be of statistical significance and would 
serve to indicate that nearly all primary noc- 
turnal enuresis is due to ingestion of food aller- 
gens. Poor response to this regimen is considered 
an adequate indication for further urologic and 
neurologic investigation. 

Foods high in histidine were found to be in- 
volved in the etiology of enuresis. The kidneys’ 
ability to decarboxylate histidine to histamine 
seems to have causal relationship. 


Ana ysis of three criteria of growth, geographic expansion, annual expenditures and number 
of full-time health department employees, leads to the conclusion that there has been no 
growth in local health departments since 1950. In fact, if the population increase in the 
areas with local health departments is taken into consideration, there is indication of a small 
decline. This could mean that other agencies are taking over certain needed health services, 
or that American communities are not so much interested in health, or perhaps health needs 
that can be dealt with effectively by local health departments have diminished. 

Further research is needed to ascertain which of these factors, or in what combinations 
these or perhaps still other factors, may account for the apparent lack of growth in local 
health departments. Even more fundamental research is required into methods of re-examin- 
ing our objectives and determining priorities for local health departments to keep in tune 
with the times in a rapidly changing society. Also, more precise and objective methods of 
measuring accomplishment need to be devised in order to learn how best to apportion avail- 
able funds for local health services in different communities with varying needs and resources. 


—Barkev. S. Sanpers, Pu.D., Pub Health Reports, 74:13, 1959. 


Local Health 
Departments: 
Growth 

or Illusion? 
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A Method of Light, 
General Anesthesia 
with Rapid Induction 
and Recovery 


LOUIS JOEL FEIT, M.p. 


AND JULIUS BARCHAM, 
New York, New York 


In certain surgical procedures— 

for example, rhinoplasties and dermabrasions— 
it may be desirable for the patient to cooperate 
during some phase of the operation, 

yet remain amnesic. It is also desirable to avoid 
apprehension, restlessness and excessive 
somnolence. A technique involving 
premedication with scopolamine and intravenous 
anesthesia with thiamylal fulfills 

these requirements. In a series of 29 cases, 

this method failed in only one. Thiamylal 
offers several advantages over thiopental. 


THIS PAPER presents a new method of light gen- 
eral anesthesia that provides smooth induction 
and rapid recovery—features that eliminate cer- 
tain disadvantages of local and general anes- 
thesia. We believe we have satisfactorily achieved 
this in performing rhinoplasties and dermabra- 
sions of the head and neck. 
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One advantage of the light, general anesthetization described 
here is the rapid recovery. The patient is given his final dose 
of thiamylal just 20 minutes before he returns to his room, 
and he is able to move to the stretcher by himself. 


Standard Methods 


The majority of surgeons perform such opera- 
tions under local or topical anesthesia. On rare 
occasions, local techniques have not always 
maintained anesthesia for an adequate operative 
period. Despite local infiltration and supple- 
mentary topical application, patients may be- 
come apprehensive during the fracture of the 
nasal bones. This handicaps the surgeon’s tech- 
nique. Postoperative sedation eliminates this 
fear. The required dosage, however, causes ex- 


cessive somnolence, uncooperativeness and fre- 


quently restlessness. 

Although the accepted methods of general 
anesthesia will eliminate some of these disad- 
vantages, they introduce other problems. As the 
surgical field encroaches oi the airway, the 
anesthetic must be given by means of an endo- 
tracheal tube. A deeper plane of anesthesia pre- 
vents the patient from assisting physically dur- 
ing surgery (a condition desired by some sur- 
geons). Further, there is a marked increase in 
postoperative helplessness. The presence of the 
endotracheal tube within the operative field and 
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A Method of Light, 
General Anesthesia 
with Rapid Induction 
and Recovery 


its physical interference with aseptic technique 
are valid objections to general anesthesia. 

For cases such as these, the anesthesia pro- 
cedure should allow the patient’s cooperation at 
some phases of surgery, yet maintain an amnesic 
state. The anesthesia should be of rapid action 
and short duration, and speedily excreted for 
quick recovery. The technique described below 
fulfills these requirements. 


Authors’ Method 


The patient is instructed not to eat or drink 
for at least five hours before surgery. Three- 
quarters of an hour before the operation, scopola- 
mine is given subcutaneously. 

The patient is made comfortable on the table, 
and an intravenous infusion of normal saline is 
started which assures entry into a vein at all 
times. A test dose of thiamylal sodium (Surital), 
50 mg., is given very slowly and the effect noted. 
This dose is given to determine any sensitivity 
to the drug and to establish a proper dosage pat- 
tern for the remainder of the procedure. One can 
expect the sensorium to become clouded after 
completion of this initial dose and a state of 
amnesia may be established. However, the pa- 
tient is still able to answer questions logically. 

For fracture of the nasal bones, the nose is 


_ now packed with gauze soaked with a topical 


anesthesia. We have used 3 per cent butyn, 2 
per cent pontocaine or 10 per cent cocaine for 
this purpose. 
Following the packing, another dose of thi- 
amylal—the main dose—is injected into the in- 
travenous tubing. The amount depends upon the 
patient’s reaction to the test dose, usually rang- 
ing from 75 mg. to 125 mg. In one-half to one 
minute, the patient no longer responds to ques- 
tions and local infiltration may be accomplished. 
This done, surgical elevation of the covering of 
the nasal pyramid is performed; in the short time 
required for its completion the patient is free of 
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pain and is drowsy. This state is maintained 
until the nasal bones are fractured. 

At this point a “maintenance” dose of thi- 
amylal is given, whether the patient is under 
anesthesia or awake. Fifty to 75 mg. has been 
found adequate. The dosage may be supple- 
mented from time to time. 

The time it takes to fracture the bones of the 
nasal pyramid will vary in each case. This is the 
most traumatic portion of the operation. The 
remaining surgery, which for the most part in- 
volves the soft tissues, causes minimal stimula- 
tion. The patient sleeps readily, responds to 
orders or questions, and gradually returns to full 
consciousness. If emergence from anesthesia is 
imminent and the operation is not near comple- 
tion, an additional maintenance dose may be 
given. 

Essentially, the same technique has been used 
in our clinic to provide anesthesia for patients 
undergoing dermabrasion. This method is used 
on the occasional patient who is unable to un- 
dergo the procedure while awake. After the 
thiamylal takes effect, refrigeration is accom- 
plished by means of topical use of ethyl chloride 
or fluroethyl spray. 

The final dose of thiamylal is given not later 
than 20 minutes prior to the return of the pa- 
tient to his room. The patient moves to the 
stretcher without assistance. After reaching his 
room he may sit up, in or out of bed. 


Results 


The above technique was used in 25 consecu- 
tive unselected patients for whom a rhinoplasty, 
with or without septal surgery, was being per- 
formed. In addition the technique was used on 
four cases of abrasion of the face. The patients 
ranged from 16 to 55 years of age. 

The dosage varied widely. The average dose 
for females was 320 mg., for males 500 mg. The 
smallest dose used was 125 mg., the largest 1 Gm. 
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The Author 


Fifteen patients took less than the average dose; 
the other ten required more. 

The period of time over which the anesthetic 
was given also varied considerably. In one case 
the entire dose was given in ten minutes; in 
another it took an hour. Average time was 39 
minutes. 

The amnesia produced was entirely satisfac- 
tory. Twenty-one had complete amnesia for the 
entire procedure. Of the other four, two recalled 
only a specific word they were asked to remem- 
ber, with no memory of the balance of the oper- 
ation; the other two could recollect only the final 
soft tissue stage of the procedure with the sub- 
sequent dressing. 

With one exception, all patients cooperated 
fully during the operation. The one uncoopera- 
tive patient was a female, 16 years of age, on 
whom a rhinoplasty was performed. The anes- 
thesia in this case was an almost complete 
failure, despite the use of thiamylal, 1 Gm. in one 
hour. 

The patient was restless, talked wildly and 
required restraints to keep her on the table. With 
so large a dose of the barbiturate, she slept for 
three hours postoperatively. The patient was 
gratified by the complete amnesia. However, the 
sugeon was handicapped by her severe restless- 
ness. This reaction was regarded as an idio- 
syncrasy to either the barbiturate, to scopola- 
mine or to both. 


Diseases 


Proper premedication was considered impor- 
tant in working out the final technique. It was 
necessary to avoid the narcotics, as their effects 


LOUIS JOEL FEIT, M.D., a fellow of both the American College of Sur- 
geons and the International College of Surgeons, is adjunct professor of 
plastic surgery and assistant attending physician, New York Polyclinic 
Hospital. He is also on the staff of two Brooklyn hospitals—as attending 
physician in plastic and maxillofacial surgery, Unity Hospital, and associate 
in plastic surgery, Greenpoint Hospital. A graduate of New York Medical 
College, Dr. Feit is a fellow of the American Academy of Opthalmology 
and Otolaryngology, the American Otorhinologic Society for Plastic Surgery 
and the Academy of Psychosomatic Medicine, 


would carry well beyond the completion of the 
operation and seriously hinder the ability of the 
patient to cooperate postoperatively. Oral bar- 
biturates, in sufficient dosage to be effective, 
would have the same disadvantage. On the other 
hand, scopolamine, with its mild sedative effect, 
its pronounced action as an amnesic, and its 
action as a vagolytic agent in suppressing saliva- 
tion and in prevention of laryngospasm, was de- 
sirable. Scopolamine has remained the only drug 
used for this purpose. 

In our early attempt to establish this tech- 
nique, thiopental (Pentothal) was used as the 
intravenous agent. However, with this drug, a 
cooperative patient during surgery underwent a 
prolonged period of postoperative somnolence 
and stupor. We then investigated the use of 
another thiobarbiturate, thiamylal. Lund, in 
1951, compared the two agents, and reached the 
following concludions: 

1. Thiamylal produces less respiratory d 
pression than thiopental. 

2. Thiamylal produces less sensitivity of the 
laryngeal and pharyngeal reflexes thiopental. 

3. Recovery from thiamylal is more rapid than 
from thiopental. 

Dr. Lund’s findings were confirmed in the 
present series. At no time was there any respira- 
tory depression. Respiratory excursions were 
carefully and constantly observed. 

Finally, there was a complete absence of 
nausea and vomiting postoperatively. Possibly 
this result was due to the absence of the com- 
monly-used analgesics in the premedication. 


A coupon for ordering a bibliography accompanying this 
article may be found adjacent to the Index to Adveriisers. 
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Fatigue 


THOMAS F. KELIHER, M.D. 


Department of Medicine 
Georgetown University School of Medicine 
Washington, D.C. 


Fatigue is a common problem, in fact, 

almost a universal complaint. Its physiology 
and biochemistry are obscure—but research 

in this area points to a variety of central 
nervous enzyme systems as regulators of fatigue. 
While there are many organic etiologies, 
psychogenic or emotional factors comprise 

the largest group of causes. These include 
benign nervous fatigue or oppressive states, 
depressions, psychologic fatigue 

with inadequate effectiveness 

and constitutional psychologic inferiority. 

In every instance, complete study is required, 
primarily a patient, attentive, perceptive history. 


THE RIDDLE of fatigue has preoccupied men’s 
minds for ages and is still the bane of our pro- 
fessional, and often our private, lives. Fatigue 
has been defined as “‘an over-all disinclination to 
action; a feeling of physical, mental or emotional 
hopelessness, inertia and heaviness.’”’ The term 
roughly covers the closely related complaints of 
lack of pep, lack of energy, listlessness and mal- 
aise, and in the last analysis is a departure from 
the attitude toward action which characterizes 
the individual healthy in mind and body. Toa 
certain extent, it is an almost universal complaint 
and occurs as an associated symptom in almost 
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By far the largest group of fatigue cases stem from emotional 
causes—boredom, conflicts and anxieties, insolvable prob- 
lems. Although many fatigued individuals are effective citi- 
zens, they usually are tired in the mornings and find it hard 
to get started. 


any illness. It is so common in systemic review 
that the lack of it tends to make one suspect that 
the patient is a manic or a paretic. 

Since this field is so broad and so little known, 
we can here only scratch the surface for purposes 
of discussion, therefore, I believe it best that we 
confine our remarks to abnormal fatigue as a pre- 
senting symptom. In general, there are two large 
groups of etiologic factors, the organic and the 
emotional, these often intertwined. 


Physiologic Considerations 

A few words on the physiology of fatigue seem 
in order. There are tremendous gaps in our know!- 
edge of the physiology and chemistry of fatigue. 
At the present foggy state of our knowledge, it 
appears likely that enzyme systems, possibly 
chiefly mediated through the neocerebellum, are 
the chief regulators of fatigue, which in essence is 
merely a stop signal from the alarmed brain. 

For practical purposes we can get at least a 
sketchy working concept of the mechanisms of 
fatigue, both physical and mental, by conceiving 
of the body and brain as a gigantic heat-produc- 
ing furnace governed by a sensitive thermostat in 
the brain. This thermostat is always set with a 
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wide margin of safety so that energy output is 
usually shut off long before actually necessary. 

As far as physical fatigue is concerned, the 
chief known activators of the thermostat are 
lactic acid and carbon dioxide. We all know that 
pleasurable excitement, acute fear and a deter- 
mined effort of the will can move up the thermo- 
stat allowing greater production of heat or energy. 
The catecholamines and serotonin are probably 
chief among the chemicals which set the thermo- 
stat higher. We know, of course, that the id, the 
ego and the superego can set it higher or lower; 
probably chiefly by hormonal and enzymatic ac- 
tions involving the catecholamines and the mono- 
amine oxidases. Acetylcholine probably plays a 
large but at present obscure part. 

Poor fuel in the furnace, as exampled by the 
flabby muscle, certain electrolyte disturbances, 
myopathies and poor circulation, cause the alarm 
center to turn off the heat sooner. It is interesting 
to note that recently Drs. Nahas and Golambos 
of the Walter Reed Army Institute of Research 
announced the discovery of a drug, THAM, 
which is calculated to deceive the fatigue center 
by converting the lactic acid and carbon dioxide 
of muscular effort to a bicarbonate and by en- 
hancing elimination of acid metabolites. 

Anxiety or chronic fear, however, appears to 
set the thermostat lower, as do depressions, pos- 
sibly flooding the center with monoamine oxi- 
dases or other enzymes. 

The above concept is certainly an oversimpli- 
fication of the problem but may help explain why 
we are often tired before we start and perhaps 
why the depressed individual has hypothermia 
and a low basal metabolic rate. The undoubted 
genetic source of “energy” or lack thereof will 
probably long remain a mystery. 


Evaluation of the Symptom 


In our attempts to evaluate the cause of fa- 
tigue, a careful history is of far greater value than 
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the physical examination. It is important to 
assess the degree of fatigue, how far it is from the 
normal, whether it obtains for all types of effort, 
whether it is related to effort at all, its time of 
occurrence, its relationship to meals and to en- 
vironmental factors, and whether it is maximal 
at the end of the day or at the beginning. In gen- 
eral, fatigue which shows a diurnal variation in 
that it is worse in the morning is much more 
likely to be emotional in origin, whereas that oc- 
curring toward the end of the day’s work is much 
more likely to be due to organic factors; that oc- 
curring when work is finished is more likely due 
to a nagging wife than to a nagging germ. 

In the great majority of patients with fatigue 
as a presenting symptom, the physical examina- 
tion is likely to be normal. Even if the pattern 
seems to be emotional, it is incumbent upon us 
to do the routine laboratory work which should 
include at least a complete blood count, a sedi- 
mentation rate, urinalysis, and in all probability 
an x-ray of the chest and an occult blood test on 
the stool. If these are abnormal, of course, further 
studies must be made. (Incidentally, one should 
be especially wary of fatigue state in the absence 
of laboratory work and without examining the 
patient in daylight. This we have learned by 
bitter experience with a number of cases of hepa- 
titis.) 


Etiologies: Organic 
Among the more important, relatively obscure, 
organic causes for fatigue are the following: 
Infections. These include tuberculosis, sub- 
acute rheumatic infections, S.B.E., hepatitis, 
rheumatoid arthritis, brucellosis, cholangiitis, 
chronic pyelonephritis and such parasitic infec- 
tions as malaria, hookworm and amebiasis. 
Postinfectious States. These are usually obvious 
from the history and are quite genuine, especially 
the postviral. 
Anemia. If a cause is usually quite obvious, the 
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average individual can have a reduction of as 
much as one-third of the hemoglobin before fa- 
tigue becomes prominent—this despite the “tired 
blood” advertisements. 

Neoplasms. As a cause these are relatively rare, 
with the exception of those of the right colon, 
pancreas and lung. The latter often produce an 
odd depressive reaction. 

Metabolic and Endocrine Disorders. Perhaps 
the most commonly encountered in this group is 
the recently noted physical type fatigue of the 
early diabetic. Hyperinsulinism is rare but has a 
distinctive history. The good early performance 
and poor “staying power” is typical of hyperthy- 
roidism. The fatigue of hyperthyroidism cannot 
better be described than by the term so common- 
ly used by its victim, “‘sluggishness.”’ The para- 
thyroid disturbances and adrenal disturbances 
are rare but worth inquiring for. The fatigue and 
weakness of hypokalemia is usually diagnosed by 
its context. Myasthenia gravis is usually charac- 
terized by its loealized distribution. The asthenia 
of early cirrhosis should probably be included in 
this group. 

Uremia. This is common in the older age 
groups, but we are usually alerted to its existence 
by that most accurate of laboratory instruments, 
the urinometer. 

Drug Intoxications. The recent popularity of 
the Rauwolfia compounds, serotonin antagonists, 
has made this group the major offenders; the fa- 
tigue produced by them is often a prelude to the 
occasional severe depressions encountered. The 
phenothiazines are likewise common offenders, 
especially in those who exhibit mild Parkinsonism 
from their use. Bromidism and acetanilid poison- 
ing are less common than formerly. Carbon mon- 
oxide poisoning in chronic form is occasionally 
encountered. 

Circulatory Disturbances. Generalized arterio- 
sclerosis with its faulty fuel lines is the most com- 
monly encountered in this field; close seconds are 
those disorders of pulmonary circulation sec- 
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ondary to bronchopulmonary disease in which the 
fuel to the muscles and viscera is often of poor 
quality and too viscid. Contrary to public opin- 
ion, cardiac diseases, even the aortic lesions, sel- 
dom are an obscure cause of fatigue. Stead, how- 
ever, has pointed out that early congestive failure 
is sometimes characterized by progressive fatigue 
during the work week with a dramatic recovery 
by Monday morning; a strong contrast to the 
“normal” blue Monday. 

Treatment in this group is treatment of the 
precipitating cause plus whatever moral support 
the physician can give. 


Etiologies: Emotional 


Psychogenic or emotional causes comprise by 
far the largest group of causes. There is much 


- confusion in terminology and much overlapping. 


There are roughly four large groups as follows: 


BENIGN NERVOUS FATIGUE— 
THE OPPRESSIVE STATES 


Victims of these states are usually effective 
citizens who are oppressed by boredom, by con- 
flicts and anxieties or by insolvable problems. 
They are usually tired in the morning, sleep well 
after a little difficulty in getting to sleep, hate to 
get out of bed, pick up steam as the day pro- 
gresses, as conflicts are subdued and obstacles 
overcome. They are usually quite normal and 
“raring to go” by bedtime. 

Typical individuals in this group are the un- 
willing housewife or mother, the white-collar man 
with ineptitude for his job, the normal man with 
sickness in the family, who is in debt, has a scold- 
ing boss or nagging wife. These people rationalize 
and usually fear some obscure illness, thanks in 
part to the “medical horror” in women’s magazines 
and the omniscient neighbor. Recovery is fairly 
prompt if these individuals can be honestly reas- 
sured and made'to see the connection between 
life situations and symptoms, i.e., who or what 
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is making him tired, and why he does not have 
the enthusiasm for living which ncrmally makes 
one oblivious to fatigue. Reassurance that activ- 
ity will not damage physically is important. Be- 
cause of the nature of their work, doctors are par- 
ticularly liable to this type of fatigue but most 
have learned that they can keep going without. 
any great deal of harm until the tired feeling 
wears off. 


DEPRESSIONS 


Depressions constitute a more malignant form 
of nervous fatigue. They form a very large group 
which comprises both reactive and endogenous 
depressions of various degrees of depth. They are 
likely to oceur in stable, able individuals of the 
noncomplaining type who admit to fatigue alone, 
though on further questioning they may be found 
compulsive or phobic. 

When depression is suspected, it is necessary to 
dig for other characteristic symptoms of depres- 
sion or sadness such as early morning wakening 
(an important point), lack of interest in usual 
avocations, loss of appetite, a feeling of hopeless- 
ness, inability to read a book or sit through a 
movie, indecision, loss of libido and self-deprecia- 
tion. The presence of suicidal ideas should be 
tactfully elicited. 

This is a very important group of individuals, 
usually hitherto stable effective people who need 
help very badly, often not so much as to prevent 
their jumping out of a window as to prevent them 
from making important and irrevocable decisions 
while in this mood. Frequently, despite loss of 
initiative, they resign, retire, divorce, sell a house, 
ete. 

Depressions, as we all know, vary greatly in 
their depth, and those of us who are unskilled in 
psychiatry have great difficulty in our .“depth 
perception.” This is particularly unfortunate in 
view of the fact that a suicide risk is inherent in 
all depressions and varies roughly proportionate- 
ly to the depth. Under ideal conditions, all these 
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A very large group of the emotional fatigue cases is made 
up of depressed individuals. They suffer from a malignant 
form of nervous fatigue and need help very badly. A suicide 
risk is inherent in all depressions. 


patients should have psychiatric consultation; 
this, however, as we know, is impossible under 
existing circumstances. The great majority of the 
milder depressions, particularly in those of a 
fairly well-integrated personality pattern, those 
who have come for help, and who are without 
extreme feelings of guilt, may be safely managed 
by the generalist or internist. Frequently these 
persons can be greatly helped by reassurance, by 
explanation, and by being told of the great men 
of the past who had like situations and recovered, 
such as Houston, Lincoln, Sherman and Grant. 

Judicious drug therapy can be of tremendous 
help and can make the patient accessible to the 
psychotherapy so badly needed. Hypnotics are 
usually necessary to help through the awful early 
morning hours. Analeptics of the amphetamine 
group, and the newer psychomotor stimulants 
have proved useful. The recent availability of the 
safer monoamine oxidase inhibitors appears to 
have opened new avenues for help in the office 
patient. 

A few words of warning are in order in regard 
to the more dangerously depressed individuals 
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who need psychiatric care and hospitalization. 
Those who come to us because they are literally 
“‘dragged”’ by their family and are found to be 
badly depressed are bad risks since they regard 
their hopelessness and depression as based on 
reality and are therefore delusional. Those pa- 
tients also who have serious disturbances of 
sleep pattern and extreme feelings of guilt are 
quite dangerous, as are also those who have a 
family history of suicide, or of previous suicidal 
attempts. Temporization under these circum- 
stances can be disastrous. 


PSYCHOGENIC FATIGUE—INADEQUATE 
EFFECTIVENESS 


Individuals in this group usually complain of 
disproportionate fatigue on some minor physical 
or mental effort; they have a desire to perform 
but are unable to do so adequately. In this psy- 
chologically complex group the fatigue is merely 
the expression of subconscious revolt. The typical 
example in this group is the minor executive who 
is floored by exhaustion in a conference in which 
a hated and feared superior is present but who 
can then go out and play 18 holes of strenuous 
golf. 

Another example is the driving, energetic, suc- 
cessful businessman or doctor who suddenly 
“closes shop.”” He is usually found to have 
reached the conclusion that he is being imposed 
upon or that his wife or children do not appre- 
ciate his efforts. Explanation in this group will 
often be of help. 


CONSTITUTIONAL PSYCHOLOGIC INFERIORITY 


These often pleasant and appealing people are 
familiar to all of us with their stereotyped story 
of tremendous “loss” of an energy which they 
never had. They frequently do well for a time 
with a new doctor or a new medicine, particularly 
if the doctor is kind and patient. I am ashamed 
to admit, however, that they usually do better 
with faith healers, food cultists and other irreg- 
ulars than with us. 


Summary 


In summary, the problem of fatigue is an ex- 
tremely common and very broad one and one 
which often makes the practitioner desper- 
ately wish for a crystal ball. However, as Osler 
pointed out, the closest thing we will ever have 
to the crystal ball is a careful, attentive and per- 
ceptive history. 

Fatigue is a constitutiona: u.sturbance, be it 
functional or organic, due to any one or more of a 
whole gamut of abnormalities. Though subjec- 
tive, it warrants a complete study of the indi- 
vidual. It frequently taxes to the utmost the 
knowledge, ingenuity, ratiocination, and above 
all the patience, of the physician. 

Our treatment of fatigue states can cure a few, 
ameliorate most. Perhaps our most important 
function in these states is to lessen the burden of 
fear. 


THOMAS FRANCIS KELIHER, .D., a fellow of the American College of 
Physicians, is currently professor of clinical medicine, Georgetown Univer- 
sity School of Medicine, Washington, D.C. The author also serves as visit- 
ing physician at three Washington hospitals—Providence, District of 
Columbia General and Georgetown University Hospital. In addition, Dr. 
Keliher has an appointment as consultant in medicine to the United States 
Air Force Hospital, Andrews Air Force Base. Dr. Keliher received his 
medical training at Georgetown and was elected to membership in Alpha 


Omega Alpha. 
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Measurement of venous pressure has evident value in the study 

of patients in whom there is reason to suspect valvular disease, 
myocardinl insufficiency or hyvervolemia. The Angle of Louts is 
used as a reference point (R) and is considered to be 5 cm. anterior 
to the right atrium. Central venous pressure is then ascertained 

by measuring the distance above or below R of the lowest level 

of jugular vein collapse. Thus, if that lowest level were 2 cm. 

above R, the central venous pressure would be 2 cm.+5 em. =7 em. 
When the lowest level of jugular vein collapse is below R 

(for example, 2 em. lower), a negative sign is thus introduced, 

as follows: —2 cm.+5 em. em. 


Bloodless Measurement of Venous Pressure 


JACOBUS H. VERHAVE, M.D. 
Portales, New Mexico 


THE central venous pressure is the pressure in the 
right atrium. This is practically the same as the 
pressure in the jugular veins when the right 
atrium is in diastole, because the distance be- 
tween these wide veins and the right atrium is 
small and their valves are open during diastole. 

The central venous pressure is under the in- 
fluence of the systole, the diastole, inspiration 
and expiration. Hence, the pressure in the right 
atrium does not have a constant value. This 
variation in pressure is evident in the pulsations 
seen in the jugular veins. 

Two main mechanical factors determine the 
central venous pressure: (1) the quantity of blood 
returning to the heart; (2) the power of the heart 
to pump it into the arterial circulation. Other in- 
fluences include gravity, some hormones and the 
autonomic nervous system; and in the diseased 
state, capillary permeability, oxygenation, tox- 
Ms, poisons, released biochemicals and vitamin 
deficiencies may also play a role. 

Sir Thomas Lewis wrote, “It is when the out- 
put of the heart at rest declines, that the blood 
begins to collect on the venous side and the pa- 
tient begins to manifest signs of congested veins 


| associated with the enlargement of the liver, 
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cyanosis, a high-colored and scanty urine, ascites, 
dropsy of the lower members and congestion and 
edema of the lungs.”’ A decreasing cardiac output 
causes a reduction of renal blood flow and conse- 
quently a retention of sodium chloride and water 
under the influence of the adrenal mineral hor- 
mone, aldosterone, and probably of the antidiu- 
retic hormone. The result is an increase of the 
volume of blood in the veins that empty into the 
failing cardiac chamber. In right ventricular 
failure, the venous hypervolemia accounts for an 
increase in pressure within the systemic veins. In- 
creased venomotor tone is probably a contribut- 
ing factor. 

When heart failure is of sudden origin, there is 
less elevation of venous pressure than when heart 
failure sets in gradually, for in the latter cireum- 
stance there is sufficient time for a compensatory 
increase in blood volume to occur. This explains 
why a patient with a collapse as the result of 
coronary thrombosis and infarction of the left 
ventricle may fail to exhibit distended neck veins. 

Lewis pointed out that observation of the cer- 
vical veins could be used to estimate directly the 
venous pressure and thus form a valuable sign of 
congestive heart failure. However, Lewis did not 
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Bloodless Measurement 
of Venous Pressure 


FIGURE 1. 


nous hook indicating a central venous pressure of R — 2 = +3 cm. 


+10 


give exact instructions, but considered his meth- 
od as a clinical orientation of the venous pressure. 


Measurement of Peripheral Venous Pressure 


One of the oldest methods of determining the 
venous pressure is insertion of a needle into an 
antecubital vein. The needle is connected to a 
manometer that has been filled with sterile so- 
lution (sodium citrate or sodium chloride). This 
method of Mortiz and von Tabora, applied to 
normal people by many observers gives variable 
results, with pressures of 4 to 12 cm. of ‘‘water” 
above the level of the right atrium (a level vari- 
ously located by different observers and consid- 
ered to be the ‘zero level” of reference for the 
measurement). 

There are many valid objections to this meth- 
od. The values of the venous pressure obtained 
by this method in cases of congestive heart failure 
are improbably high and are related to the dis- 
tance between the right atrium and the cubital 
vein. The speed of the blood flowing in the vein 
and the diameter of the lumen of the vein may be 
changed by vasoconstriction or dilatation, which 
will considerably influence the resulting pressure. 
Thus, a number of investigators have denied the 
supposition that there is a linear relationship 
between the peripheral venous pressure and the 
pressure in the right atrium. Moreover, it is evi- 
dent that negative pressures cannot be measured 
in the peripheral veins. 

This method has been widely used in this 
country, but the repeated punctures of the cubi- 
tal vein make the physician reluctant to perform 
daily measurements of the venous pressure. 


Intracardiac Measurement 


Exact measurement of the central venous 
pressure, more strictly the mean pressure in the 
right atrium, can be done with heart catheteri- 
zation. This method, even in experienced hands, 
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bears the risk of provoking auricular fibrillation 
and is not practical for general use. 


Principles of the Method of Borst 


An approximation of the central venous pres- 
sure in the right atrium can be obtained by meas- 
wing the pressure in a superficial vein of the 
neck, such as the external jugular vein, which is 
very near the right atrium. If the external jugu- 
lar veins are carefully inspected, it will be found 
that the column of blood filling them has a defi- 
nite level, which rises somewhat during a normal 
expiration and drops slightly during a normal 
inspiration. The distance of the inspiration level 
of the external jugular vein above the right 
atrium is a measure of the right atrial pressure. 

In a normal person in the upright position, the 
jugular veins do not have a visible column of 
blood. With the subject reclining at a 30° angle, 
the column may extend less than one-quarter of 
the distance from the clavicle to the angle of the 
jaw, while with the subject fully supine, the vein 
is filled over a somewhat greater distance. When 
the venous pressure is elevated, the external jug- 
ilar veins may be seen distended as high as the 
ingle of the jaw, depending on the degree of the 
increased venous pressure and the position of the 
patient. 

The neck veins normally pulsate in a series of 
waves which reflect the changes of volume and 
pressure within the right atrium. The intervals 
between the waves are referred to as ‘‘negative’’ 
waves. They occur at times when intra-atrial 
ressure and volume are lowest. These ‘“‘nega- 
live” waves are used for estimation of the central 
venous pressure. 

When the distal end of the jugular vein is oc- 
duded by finger pressure, the pressure in the vein 
alls, and becomes almost equal to the lowest 
jressure in the right atrium, which occurs when 
the end of inspiration coincides with the “‘nega- 
live” waves. Repeated finger pressure and ob- 
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Venous arch indicating a central venous pressure of R — 2 = +3 cm. 
FIGURE 3. 


cm. 


¢+———_ Lowest point 
of collapsed vein 


R—6=> +5 —6= —I cm. 


FIGURE 4. 


servations of the lowest point at which the vein 
collapses allow that position to be determined 
with accuracy. In some healthy people the ex- 
ternal jugular veins are not visible. However, by 
raising the foot of the bed 20 to 40 cm., the veins 
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of Venous Pressure 


of the neck will be filled. The external jugular 
veins have a slightly downward course to the 
heart when the patient is lying in the horizontal 
position. They can still be used as an atrial ma- 
nometer in the head-down position, as long as their 
distal end lies above the horizontal plane through 
the entrance of the superior vena cava into the 
right atrium. 


Method of Borst 


Borst has given well-defined instructions, 
which, if carefully followed, yield equal results 
by different examiners. The patient should be 
lying comfortably and relaxed with his head sup- 
ported on a pillow in a slightly overstretched 
position and all clothing should be removed from 
his neck. The sternocleidomastoid muscles should 
be relaxed, while the scalene muscles may be 
taut. If necessary, the foot of the bed is lifted. 
Sometimes pillows or cushions under the trunk 
or lumbar region improve the position of the pa- 
tient, so that the patient does not support him- 
self by his own muscle action. The neck in partic- 
ular must not be flexed too much, since the neck 
veins are then likely to be occluded at the tho- 
racic inlet. The head is rotated about the axis of 
the spine into the position in which the pulsations 
in the vein are most clearly seen. It is necessary 
to inspect the neck carefully and, in many 
patients, the examination has to be done in dim- 
med light with a flashlight beam directed from 
different angles in order to make the venous 
pulsations and the point of collapse visible. 

The angle of Louis is about 5 em. anterior to 
the right atrium. Thus, when there is a perpen- 
dicular distance of —2 cm. between the angle of 
Louis (reference point) and the collapsing point 
of the external jugular vein, the central venous 
pressure is 5— 2=3 cm. When the distance is 
+1 cm., the central venous pressure is 5 + 1=6 
cm. If the two planes are on the same height, the 
central venous pressure is 5 + 0= +5 cm. 
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Borst used the so-called ‘venous hook’’ (Figure 
1) for his investigations. This is a precision in- 
strument not yet made by any manufacturer. It 
has two vertical legs, one twice as long as the 
other. The short one or “projection leg’’ is con- 
nected with a horizontal adjustable arm which, if 
drawn out, measures 18 cm. The long vertical leg 
is calibrated in centimeters. The horizontal arm 
contains a built-in spirit level and can slide up 
and down. 

A simpler instrument is the “venous arch” 
(manufactured by Martin Loth, Surgical Supply 
™>., Utrecht, the Netherlands). It consists of a 
rig... curved calibrated plastic tube, closed at the 
ends by plastic plugs and filled with glycerine. 
An air-bubble serves as a meniscus (Figure 2). 
When this tube is placed with both ends on a 
horizontal plane, the meniscus stands on zero. 
When one of the ends is lowered or lifted, the 
meniscus measures exactly the difference in 
height between the two ends of the tube. The 
distance between the two ends of the “venous 
arch” is 16 cm., the perpendicular height from 
the middle of its baseline to the top of the curved 
tube at the zero-mark is 7.5 cm. This instrument, 
light in weight, is not adjustable. One of its ends 
is placed on the angle of Louis, the other is held 
at the height of the horizontal plane going through 
the inspiratory collapsing point of the external 
jugular vein (Figure 3). In practice the ‘‘venous 
arch” is as satisfactory as the ‘“‘venous hook.” 

It is usually not difficult to distinguish between 
arterial and venous pulsations. Except in cases 
of anemia, hyperthyroidism and aortic regurg!- 
tation and similar conditions, arterial pulsations 
are not visible in the neck area. Moreover, the 
arteries do not show respiratory pressure varia- 
tions, and coughing or holding of the breath have 
no visible influence either. Pulsations of the ar- 
teries are violently expansive, whereas the veins 
swell slowly, but collapse rapidly. Arterial pulsa- 
tions have two waves, venous pulsations show 
three waves. 
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JACOBUS H. VERHAVE, m.p. has been a member of the American Acad- 
emy of General Practice for two years. He was graduated from the Uni- 
versity of Amsterdam, the Netherlands, in 1925 and earned a M.S. degree 
in Medical Science from the University of Leiden in 1937. Dr. Verhave 
practiced medicine in Amsterdam for 23 years, then practiced in Curacao, 
Dutch West Indies from 1948 to 1954. Additional studies were completed in 
internal medicine at the University of Pennsylvania’s Graduate School of 
Medicine. He is currently consultant in electrocardiography and a member 
of the medical staff of the General Roosevelt Hospital, Portales, N. M. 


The external jugular vein should be identified 
and the cardiac and respiratory variations must 
be manifest. Passive bending and turning of the 
head in both directions should not bring the 
venous pulsations to a lower level. After the pa- 
tient is relaxed for some minutes, the external 
jugular vein is occluded with light finger pressure, 
after which the pulsations descend 1 to 3 cm. 
After lifting up the finger two or three times, 
whereupon the vein fills to a higher level, the vein 
is again pinched off at the cephalic end and the 
lowest point where the vein is totally collapsed 
during a normal inspiration is marked with a pen- 
cil or ink (Figure 4). 

In the event that no superficial venous pulsa- 
tions are visible, the identification of the internal 
jugular vein, which shows cardiac and respira- 
tory variations, may be a substitute. In the latter 
case slightly more pressure must be exerted by 
the finger occluding the peripheral end. 

Unilateral or bilateral distention of veins with- 
out pulsations, even in the sitting position, indi- 
cate obstruction of the venous circulation from 
pressure on the large veins and heart. This can 
be caused by intrathoracic tumors, aortic aneu- 
rysm, substernal thyroid or thrombosis of the 
veins. In constrictive pericarditis the neck veins 
are distended and, unless the distention is ex- 
tremely marked, paradoxically fill during inspi- 
ration. 


Reliability of the Method of Borst 


Borst successfully measured the central venous 
pressure in 94 per cent of 400 outpatients. In 332 
tases with a normal circulatory system, the cen- 
tral venous pressure was determined by two 
experienced observers. In 299 (90 per cent) of 


these cases the difference between the two read- 
ings was 0.5 cm. or less. In 33 (10 per cent) the 
difference was greater than 0.5 cm. 

The central venous pressure was determined 
in 352 outpatients with normal circulatory and 
respiratory systems and without anemia or de- 
creased plasma-proteins, and the results were 
analyzed statistically. In 90 per cent of the per- 
sons in whom a normal central venous pressure 
was to be expected, the pressure was between 
+0.5 cm. and —3.5 cm. of water in relation to a 
horizontal plane 5 cm. below the angle of Louis. 
In these normal persons a central venous pressure 
above +1.5 ecm. was never found. Therefore, a 
central venous pressure above +2 cm. should be 
considered as pathologic. 


Clinical Applications 

Measurement of the central venous pressure 
enables the clinician to detect whether the right 
heart is failing or efficient either at rest or after 
exertion. It is a valuable clue to make a differen- 
tial diagnosis between bronchial asthma or em- 
physema and cardiac asthma. 

An elevated central venous pressure in a state 
of shock points at a central origin, e.g., cardiac 
infarction or lung embolus, whereas a low central 
venous pressure in the same condition is found 
after a hemorrhage, a decrease in blood volume 
or peripheral dilatation. 

The effect or failure of therapeutic measures in 
cardiac patients can be followed by periodic de- 
terminations of the central venous pressure. 

During intravenous infusions, measurement of 
the central venous pressure is a reliable method 
to prevent an overloading of the heart and con- 
sequently an acute cardiac insufficiency. 
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Travelin foreign countries can be made sc ‘e. 
Phis article tells how tha traveler 

should protect himself medically before makin 
atrip and while on the trip, also what todo =e 
if he should become ill. ; 
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phe Medical Protection. of Travelers 


KEAN, M.D. 


Departments of Medicine and Public Health and Prevents Medicine - 


Sornell University Medica! College 
York, New York 


eae HORIZONS of travel are becoming so extensive 
that more and more Americans are visiting lands 
tthat were formerly ¢censidered remote and exotic. 
‘More than 1,600,000 residents of the United 
We States will go abroad in 1960, withapproximately 
199600,000 traveling to Mexico, 800,000 to Europe 

Band between 100,000 and 200,000 to more distant 


travelers will visit their personal physicians, who 
iwit then have an opportunity to practice pre- 
sventive medicine in an ideal fashion, Although 
Most traveling patients will be interested mainly 
fin meeting the legal requirements for travel 
abroad, all of them should receive carefully ad- 
ministered immunizations and inoculations and 
Madequate briefing about the hazards likely to be 
mencountered. 
Vacations, business trips and major interna- 
monal conferences afe often interrupted by minor 
@ilments that might have been avoided if some 
attention had been given to simple preventive 
meeasures. One-third of the travelers to Southern 
and Marsico ave reported attacks 
Biarrhea. 
f More important is the fact that in many fer- 
in lands, major diseases such as smallpox, ame- 
and hepa ‘itis‘are not idle threats but are 
Metual hazards.’ 
Sufficient time must be taken todiseuss health 
38 Broblems with the patient. Travelers to many 
of the world where adequate medical at- 


Prior to their departure, almost all of these - 


tention May not, be available will be forced to 
depend~-on their own medical information and 
ingenuity. individuals will be unnecessarily 
fearful and will require reassurance and encour- 
aging advice. 

‘Tis paper provides a practical schema for the 
phystcian who wishes to protect his patient. Also, 
several helpful publications in this field are 


available. 


Biologie Protection 


Amounts and times of administration © bio- 
logicals have not been completely standardized. 
Each year programs which were formerly thought 
to be “fixed” must be modified. 


VALUE OF IMMUNIZATIONS 


The battery of “shots” which military and 
legal requirements forced upon unwilling “vic- 
tims” has aroused considerable patient resent- 
ment toward a complete immunizaticn program. 


This attitude and the apathy of some puysicians | 


must be replaced by new appreciation of the 
significance and value of these procedtures. 


CERTIFICATES 


Persona) health certificates are no longer re- 
quired for towrists. Those who plan extended 
visits Far Eastern countries such «< 
Indonesia may need a certificate designed ac- 
cording t6 the following genera! form: 
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The Medical Protection 
of Travelers 


“To Whom It May Concern: 

This will certify that Mr. John Doe was 
examined by me today and found to be free of 
communicable diseases including tuberculosis, 
leprosy, trachoma, parasites and other infec- 
tions, and was in good physical and mental 
health.”’ 


As an aid to emeigency treatment by a foreign 
physician, the patient should carry a separate 
statement of any abnormalities such as diabetes 
or coronary-artery disease. Patients over 65 may 
require a general health certificate for travel on 
freighters which do not carry physicians. 


Vaccinations and Immunizations 
SMALLPOX 


Travelers must have been vaccinated against 
smallpox within three years from the time of 
expected return to the United States, allowing 
reasonable leeway for delay. 

The recent appearance of smallpox in New 
York, Mexico, England, France, Italy, Germany 
and the serious outbreaks in India and Pakistan 
during the past few years, should be a warning 
that vaccination is not merely an academic proc- 
ess that may be casually handled, but is an essen- 
tial procedure for the protection of the patient 
that must be carefully carried out. Those plan- 
ning to visit such countries as Pakistan and India, 
where smallpox has been reported recently, should 
be revaccinated regardless of the date of the last 
inoculation. 

The site of inoculation is important to fashion- 
conscious patients, who are not likely to forgive 
the physician who scars an arm unduly. The 
multiple-pressure method leaves the smallest scar. 
Women may be vaccinated in the anterolateral 
aspect of the thigh at a point not covered by 
undergarments. It is important to allow the alco- 
hol used for cleansing the skin to dry completely 
before applying the vaccine. No bandage is neces- 
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sary, but if there is any bleeding, a 2x2 cm. 
gauze square may be applied and fixed loosely 
with two strips of transparent cellulose tape. 


The importance of “getting a take’’ cannot be 


overemphasized. The so-called “immune” reac- 


tion does not reflect immunity, but merely a 
sensitivity to vaccinia virus produced by previous 
inoculations. Such an allergic reaction appears 
within 24 hours and usually disappears in three 
days. The reaction of immunity (vaccinoid) is 
evident later. Therefore, revaccinations should 
be inspected after three and seven days. Out- 
dated or improperly stored vaccine is responsible 
for many “nontakes.” 

Of the several score of certificates available, 
the latest international certificate devised by the 
World Health Organization is recommended. 
These forms may be obtained at travel agencies 
or by writing directly to the World Health Or- 


* ganization in New York City. 


YELLOW FEVER 


Yellow fever exists in the Americas between 
Brazil and Mexico inclusive, and in Africa roughly 
between latitudes 15° N. and 15° S. Most coun- 
tries require certificates of travelers who have 
passed through infected areas, although some- 
times the definition of an infected area may seem 
arbitrary. India and Pakistan require certificates 
from all who arrive by air. Hence, it is suggested 
that all travelers to Central or South America, 
Africa, Asia and the Pacific areas be inoculated 
for their own protection where yellow fever is 
endemic and to meet legal requirements else- 
where. A certificate is not acceptable until ten 
days after inoculation, except in India, Ceylon 
and Pakistan, where 12 days must elapse. The 
certificate is considered valid for six years. 

Since the vaccine is not usually available to 
the practitioner, vaccination must be done at the 
nearest Public Health Service office. In the 
United States and in British areas, the 17-D 
vaccine (0.5 ml. of a 1:10 dilution of concentrated 
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vaccine) is administered subcutaneously regard- 
less of the age of the patient. Reactions are rare, 
but if the patient is allergic, especially to eggs, 
).1 ml. may be administered intracutaneously as 
a substitute for the routine procedure. Systemic 
reactions consist of headache, muscular pains, 
especially in the extremities and back, and slight 
fever. These occur in 5 to 10 per cent of patients, 
usually five to eight days after inoculation. 

To reduce the hazard of postvaccinal encepha- 
litis, inoculation should not be done at the same 
time as vaccination against smallpox. The Min- 
istry of Health of Great Britain advises that in- 
oculation against yellow fever should precede 
vaccination against smallpox by at least four 
days and preferably one week. If smallpox vac- 
cination is given first, 21 days should elapse be- 
fore the use of yellow fever vaccine. These limita- 
tions may be disregarded in emergencies if there 
is definite evidence of previous successful vaccina- 
tion against smallpox (typical scar). Although a 
J.A.M.A. consultant stated: ‘“There is no known 
contraindication to simultaneous smallpox and 
yellow fever vaccination, which has been done 
innumerable times in persons scheduled for over- 
seas travel,’ the strictures advocated by the 
British authorities seem wise. 

Some countries permit travelers to enter with- 
out the vaccination, but insist that they receive 
it before departure. French possessions use the 
French neurotropic strain administered by sacrifi- 
cation, but the rare complication of encephalitis 
is more frequent with this method. 


TYPHOID 


The protective value of antityphoid vaccina- 
tion is being reassessed by the World Health 
Organization, but most authorities agree that, 
at present, every traveler should receive three 
).5-ml. subeutaneous inoculations of a standard 
typhoid vaccine. The United States Public Health 
Service and most authorities recommend “ty- 
phoid-paratyphoid” vaccines. The interval be- 
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tween inoculations should be seven to ten days, 
but may be five to 28 days. A “booster” or 
“recall’’ dose of 0.5 ml. is given annually there- 
after. A “‘booster’’ is all that is necessary for one 
to five years after the primary course has been 
completed. If the patient gives a history of aller- 
gy, 0.1 ml. of the vaccine may be injected intra- 
cutaneously as a substitute for subcutaneous 
inoculation. Children should be immunized after 
1 year of age with the adult dose. In children 
under 1 year of age, the recommended total dose 
is 1.0 ec. (1,000 million S. typhosa). Since sharp 
febrile reactions are not uncommon, i’ is advised 
to commence with 0.2 cc. The volume of the fol- 
lowing injections depends upon the presence or 
absence of reactions. ; 


TETANUS 


Inoculation against tetanus is generally recom- 
mended. Three inoculations of 0.5 ml. of the fluid 
toxoid at intervals of three or four weeks are 
advised. If the alum-precipitated tetanus toxoid 
is used, two injections at a three-month interval 
are sufficient. The first ‘‘booster” should be given 
after one year, but subsequent ones may be given 
at three- to five-year intervals and at time of inju- 
ry. Children usually are protected by the use of 
polyvalent vaccines which include tetanus toxoid. 


TYPHUS 
Immunization against epidemic typhus is ad- 


vised for travelers who visit Asia, Africa and 


possibly Mexico, especially if they will be in 
places where conditions of living are poor. The 
recommended dose for adults includes two sub- 
cutaneous injections, each 1.0 ml. with an inter- 
val of seven to ten days between. Children 
should be immunized by three inoculations at 
seven- to ten-day intervals, each inoculum con- 
sisting of the following: 0.5 cc. for those 7 to 10 
years (total 1.5 cc.), 0.25 cc. for those 3 to 6 years, 
and 0.12 ec. for those 6 months to 2 years. 

Full titers of immunity are obtained if a single 
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The Medical Protection 
of Travelers 


“booster” of 1.0 cc. is given at an interval of one 
to four years following completion of the initial 
course. After four years, a full basic course is de- 
sirable. During residence in an infected area, an 
annual “booster” is recommended. Available 
packages include two vials, each containing 1.0 
ml., and single, 20-ml. vials. 


CHOLERA 


Cholera vaccine may be reserved for those who 
visit Asia, especially Eastern India and adjacent 
countries, and the Near East, including Turkey 
and Egypt. The recommended dose is 0.5 ml. 
(4,000,000 vibrios) subcutaneously (not intra- 
muscularly or intravenously) followed in seven 
to ten days by 1.0 ml. Some recommend a third 
inoculation either on embarkation or on arrival 
in an endemic area. 

Protection is fully established by the tenth day 
after the second dose. A full course should be ad- 
ministered if more than four years has elapsed 
since the primary course. Those living in endemic 
areas should receive a “‘booster’’ semiannually. 
Cholera vaccine is marketed in 1.5-ml. and 20-ml. 
vials. 


PLAGUE 


Plague vaccine is likely to produce consider- 
able local and systemic reactions, and immuno- 
logic results are uncertain. Therefore, it should 
not be administered except on specific indication, 
or in the presence of an epidemic. A dose of 1.0 
ml. is injected subcutaneously and is followed in 
seven to ten days by a 1.0-ml. inoculation. A 
“booster shot’”’ of 1.0 ml. should be given every 
four to six months to persons residing in an in- 
fected area. At present, immunization is not re- 
quired in any part of the world. Plague vaccine is 
available in 2.0-ml. and 20-ml. vials. 


INFLUENZA 


The pandemic of 1957-1958 makes it unneces- 
sary to discuss the advisability of immunization 
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against influenza. The vaccine of choice currently 
contains 500 CCA units of virus per cubic centi- 
meter composed of 200 CCA units of the Asian 
strain and 100 units of each of three other com- 
mon strains. The adult immunizing dose consists 
of two 1.0-cc. doses administered subcutaneously 
or intramuscularly, with the second dose given 
not less than two weeks after the first dose. For 
those who have received an injection of influenza 
vaccine during the preceding six months, a 
“‘booster’’ injection of 1.0 cc. subcutaneously or 
intramuscularly should be given. For preschool 
children (3 months to 5 years of age) the dose is 
0.1 ec. intracutaneously or subcutaneously, re- 
peated at an interval of one to two weeks. For 
children of 13 years of age or older, the dose for 
adults may be used. 

It is advisable to warn that immunization 
against influenza does not protect against the 
common cold and other viral infections. 


INFECTIOUS HEPATITIS 


After review of the available information on 
the subject, the use of gamma-globulin for pro- 
tection against infectious hepatitis is recom- 
mended. Although the drug is expensive and 
there is some indecision in the medical profession 
about appropriate dosage and the duration of 
protection, the following statements represent 
the views of several authorities: 

1. Gamma-globulin is of definite value in the 
prophylaxis of infectious hepatitis. Although the 
globulin, even in large doses, is only partially 
protective against serum hepatitis, it has been 
fully protective for many months against epl- 
demic hepatitis, which is the commonly occurring 
form of the disease. 

2. The duration of protection is variable, but 
probably averages six to nine months and in 
some individuals is considerably longer. 

8. An optimum dose is .06 cc. per pound (not 
kilogram) of body weight, although doses as 
small as .02 or .01 cc. per pound may be effective. 
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4. No dangers from the use of the drug are 
apparent. It is possible that protection against 
other diseases is obtained by its use. 

5. The material should be injected at one time 
intramuscularly (never intravenously) in the but- 
tock. In thin individuals the dose may be divided 
in half and each half injected in each buttock. 

6. The inoculation should be repeated every 
eight months. This would provide three inocula- 
tions during a two-year period. 

7. The use of gamma-globulin does not inter- 
fere with any of the other inoculations and im- 
munizations. 


DIPHTHERIA AND PERTUSSIS FOR CHILDREN 


Inoculation of children should be mandatory; 
the routine followed in usual pediatric care is 
satisfactory. The method that will probably be 
followed employs a combined preparation of 
diphtheria toxoid (alum precipitated), tetanus 
toxoid (alum precipitated), and pertussis vaccine 
(N.N.R.), 0.5 ml. being injected subcutaneously 
at monthly intervals for a total of three doses 
(1.5 ml.). 

Diphtheria in adults is not so rare as is 
thought. Since immunity against diphtheria is 
waning in the United States, Schick testing of 
adults is advisable, and if the patient is not im- 
mune, the antigens should be administered. 


POLIOMYELITIS 


All travelers should receive the recommended 
four 1.0 cc. inoculations against poliomyelitis. 
Now that the vaccine is available in abundant 
supply, no arbitrary age limit seems desirable. 
The second dose is given one month after the 
first; the third, six months after the second; and 
the fourth, one year after the third. 


Schedule of Immunization 
An ideal schedule of immunization should be 


spread over a period of several months, with 


G P December 1959 


numerous visits, at each of which only one proce- 
dure is done. Antibody responses are generally 
maximal when several weeks are allowed to 
elapse between injections for basic immuniza- 
tion, especially when alum adjuvant vaccines are 
employed. However, the physician often is con- 
fronted with the request to immunize as quickly 
as possible. 

The following schedule may be helpful in 
arranging for multiple vaccinations and inocula- 
tions if little time is available. It is possible to 
compress the program into three visits extending 
over two weeks, but six visits in a three-week 
period are preferable, and an even larger spread 
provides the greater safety and possibly greater 
immunity. 

Minor inconvenience such as aches, fever and 
malaise produced by biologicals are of little con- 
sequence in most patients. But an occasional 
dramatic reaction demands questioning about 
allergies, advance alerting of patient to possible 
symptoms, and the immediate availability of 
epinephrine. 

In those who react adversely to fuli doses, the 
intracutaneous administration of 0.1 ml. of the 
required vaccine may be substituted for each 
1.0-ml. or 0.5-ml. dose needed. All ampules should 
be shaken before use. 

First day: yellow fever 

Second day: typhoid, tetanus 

Fifth day: cholera, typhus 

Ninth day: typhoid, smallpox 

Twelfth day: typhus, cholera (inspect smallpox) 

Sixteenth day: typhoid, tetanus, gamma-globu- 

lin (inspect smallpox) 


Pharmacologic Protection 


In addition to the diseases for which vaccina- 
tion or immunization is available, drug prophy- 
laxis may be considered for malaria, amebiasis 
and African trypanosomiasis. 

The following recommendations are made: 
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The Medical Protection 
of Travelers 


MALARIA 


The drug of choice for prophylaxis is Chloro- 
quine diphosphate (Aralen). It may be taken 
once weekly in doses of 0.5 Gm. (2 tablets, each 
of 0.25 Gm.) starting ten days before arrival in a 
malarious area. The drug should be continued 
until the return of the patient to the care of his 
physician at home. Pyrimethamine (Daraprim), 
25 mg. taken once weekly, is also effective. Re- 
cent studies suggest that a single 100-mg. dose of 
Pyrimethamine may protect for as long as 20 
days, but until these observations are tested 
widely, weekly doses are preferable. Quinacrine 
hydrochloride (Atabrine) and chlorquanide (Pa- 
ludrine) are not considered so protective. Prima- 
quine, 15 mg. daily for 14 days, may be given 
after the return of the patient to medical care at 
home; the mild toxicity of the drug demands 
medical supervision during its administration. 


AMEBIASIS 


Drug prophylaxis against amebiasis is not 
recommended. Although some of the halogenized 
quinolones and some arsenic preparations have 
been used prophylactically, their efficacy has not 
been established, and toxicity remains a factor. 
Of greater import than toxicity, however, is the 
possibility that prophylactic doses of amebi- 
cides will conceal amebic disease and make diag- 
nosis difficult. At present, careful attention to a 
hygienic program and diet is considered prefer- 
able to drug prophylaxis. 


AFRICAN TRYPANOSOMIASIS 


Those who plan a trip to Central Africa de- 
serve the protection of a single dose of pentami- 
dine isethionate (Lomidine). This drug offers con- 
siderable protection for a period of three or four 
months. The dose is 0.2 Gm. (dissolved in 5 ml. of 
sterile water) administered intramuscularly. 
Those who plan to visit only Northern Africa or 
Southern Africa do not need this injection. A 
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supply of the drug may be obtained from May 
and Baker, Ltd. in England. 

Nitrofurazone (Furacin) may become the drug 
of choice in the prophylaxis of trypanosomiasis, 
but its efficacy has not been established. 


Diarrhea of Travelers 


The béte noire of the traveler is diarrhea—for 
which every country has a descriptive phrase, an 
impractical prophylaxis and useless therapy. 
This disease has been the subject of more specula- 
tion than scientific study. 

As a rule, the clinical pattern is classic, sug- 
gesting a common denominator. Shortly after 
arrival in a foreign country, the traveler becomes 
ill, with nausea and sometimes vomiting, fol- 
lowed shortly by explesive diarrhea, exhaustion 
and dehydration. Fever may or may not be 
present, but when it is, is generally slight. Many 
attacks are mild and hardly interfere with the 
health of the patient. On occasion the diarrhea 
may be so extensive as to deplete liquid and salt 
and to sap the patient’s strength. 

Abroad, the illness is vaguely attributed to a 
“change in the water,’’ “‘cooking with oil’’ or “the 
spicy food.’ The patient blames “‘viruses,” and 
his physician at home is concerned about ame- 
biasis, shigellosis and salmonellosis. The clinical 
pattern of the disease and recent evidence indi- 
cate that shigellosis, salmonellosis, amebiasis and 
the other common bacterial and protozoan 
diseases are not responsible for the syndrome. 
The possibility that enteropathogenic viruses 
are the cause is under current investigation; 
staphylococci and staphylococcal toxins also are 
being studied. 

Therapy of the diarrhea of tourists may be 
divided into prophylaxis, diet and drugs. 


PROPHYLAXIS 


In the absence of knowledge about the specific 
cause of tourist’s diarrhea, it is difficult to 
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recommend an intelligent prophylactic program. 
Certain general advice may be helpful: 

The traveler should get sufficient rest and 
should eat and drink in moderation. 

Highly seasoned and exotic foods should be 
avoided, at least until some gastronomic 2 
climatization develops. An effort should be 
made to eat two meals that approximate “home 
fare” each day, and to order food in which in- 
gredients are recognizable and uncoated with 
sauces, gravies and so forth. In my opinion, a 
substantial breakfast that includes fruit, eggs, 
ham or bacon, etc., is a key to optimum health 
abroad. 

Bottled water is advised for drinking purposes, 
although it is impossible for most travelers to 
be completely consistent on this point. “Iodine 
water purification tablets,” in which the active 
_ ingredient is tetraglycine hydroperiodide, or 
Halazone, or Globaline tablets are available for 
those visiting the less sanitary areas, but 
dependence on these should be avoided if 
possible. 

The amount of alcohol consumed should be 
limited, and beer and wines should be sampled 
judiciously. 


DIET DURING ATTACK 


In the presence of diarrhea, the patient will 
recover more rapidly and more completely if he 
eats rather than fasts during the illness. Although 
the food itself is not important, the liquid is 
crucial. It is best to --rn the patient to give up 
preconceived notions ot the efficacy of fruit 
juices, milk and starvation. 

By far the best liquid, always available and 
generally welcome, is tea, which should be 
served warm or at room temperature, without 
‘ce or cream. A small amount of sugar or lemon 
is not harmful. A fine food is rice—either boiled 
or as “chicken-with-rice” soup. Applesauce, 
either freshly prepared or canned, is a desirable 
addition to the diet. A reasonable program, 
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therefore, consists of one of the three staple 
items—tea, rice, applesauce—served every two 
hours. As the patient recovers, other simple 
foods may be added: warm cereal, boiled chicken, 
the eye of a lamb chop, poached egg, boiled or 
mashed potato, etc. 


DRUGS 


A most useful drug for the treatment of simple 
diarrhea is paregoric. Unfortunately, under the 
Narcotic Drugs Import and Export Act, no 
patient, or even physician, may lawfully take 
narcotic drugs in or out of the country without 
first obtaining appropriate permits. (Incidental- 
ly, this restriction applies to demerol, codeine, 
etc.) Although it is doubtful that there would be 
much objection to a 4-oz. bottle of paregoric 
labeled for diarrhea, it is unwise to suggest dis- 
regard of the law. Aboard ship, and on a physi- 
cian’s prescription in foreign countries, it may 
be possible to obtain the drug, but generally 
only with difficulty. If paregoric is available, a 
useful regimen is 1 tsp. after each bowel move- 
ment to a total of six doses, after which 1 tsp. 
may be taken every four hours until diarrhea 
ceases. As a substitute for parege~'~, bismuth 
salts or kaolin and pectate combinations may be 
used, but they are not so effective. 

Many physicians abroad have favorite reme- 
dies, most of which are ineffectual, but if used 
with confidence permit the disease to run its 
brief course without interference. We are strong- 
ly opposed to the use of arsenicals and halogenat- 
ed quinolones which are often recommended in 
the prophylaxis of tourists’ diarrhea. They are 
not effective and are potentially harmful. The 
value of the antibiotics, the sulfonamides and 
the nitrofurans has not been adequately evalu- 
ated. Simply stated, there is little evidence that 
any of these drugs is useful, and there is con- 
siderable evidence that they may be harmful. 
In discussing therapy, the physician should 
point out that the attack is self-limited, and that 
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The Medical Protection 
of Travelers 


therefore any therapy employed or in vogue will 
receive credit for transforming a patient who 
does not care whether he lives or dies into an 
active tourist. 


Motion Sickness 


For the first day of the trip the patient is ad- 
vised to take meclizine (Bonamine), 50 mg., four 
hours before boarding the plane or ship, and then 
once or twice daily as needed. Cyclizine (Mare- 
zine), 50 mg. twice daily, or promethizine 
(Phenergan), 25 mg. twice daily, may also be 
effective. This policy gives the patient psycho- 
logic assurance and confidence, in addition to 
providing the specific effects of the drugs. An- 
other advantage is that most antimotion prepara- 
tions have some soporific and relaxing effect, so 
that the patient is able to sleep more easily. The 
patient should be warned about these effects 
if he plans to drive an automobile. Rectal sup- 
positories are now available for those who have 
failed to take the drugs prophylactically and in 
whom vomiting has already developed. 


Respiratory Infections 


Respiratory infections represent, after diarrhea, 
the commonest ailments likely to plague the 
traveler. The common cold, “la grippe,”’ in- 
fluenza, bronchitis and even pneumonia are 
hazards to be considered. Each physician will 
have his own view of what is to be done for a 
patient with an upper respiratory infection, and 
the advice will range from bed rest with pharma- 
ceutical nihilism, to the use of nasal decon- 
gestants, antihistamines and antibiotics. 


Aerotitis 


Pain in the ear and temporary deafness are 
most distressing complications of plane travel. 
Yawning and the chewing of gum during descent 
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are simple measures which help prevent the 
development of aerotitis or barotitis media 
and barosinusitis. Middle ear infections, fortu- 
nately, are rare. The best prophylaxis consists of 
avoiding plane travel during an upper respiratory 
illness. However, if this is not feasible, prophy- 
lactic use of nasal decongestants, such as neosyn- 
ephrine, and antihistamines is advised. Should 
aerotitis develop, consultation with a qualified 
otologist is desirable. Air insufflation to restore 
patency of the eustachian tubes should be post- 
poned until trials with nasal sprays of decon- 
gestants, antihistamines and corticosteroids have 
failed. In the treatment of aerotitis, we tend to 
use antibiotics freely to guard against the devel- 
opment of infection. 


Pain 


The patient should be advised to attempt to 
distinguish between important and unimportant 
pain. While he may disregard severe pain in a 
knee, he should seek immediate expert medical 
attention for pain in the right lower quadrant 
of the abdomen or pain in the left shoulder re- 
ferred to the arm. Too much discussion may wor- 
ry the patient; too little may leave him unpre- 
pared for a dangerous situation. In addition, the 
physician who is desirous of protecting his pa- 
tient and remaining fair to his foreign profes- 


. sional colleague often faces a dilemma. He may 


have nursed a patient through several attacks of 
mittelschmerz or ‘‘spastic colitis’? only to learn 
that on a trip abroad, an attack of ‘“‘acute ap- 
pendicitis” required an immediate operation. 


Fever 


The patient should be equipped with an 
“American thermometer’ (Fahrenheit scale), 
since few are familiar with the Centigrade scale 
used on the Continent and in Latin America. 
Most patients must be advised to call a local 
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Medicine. 


physician if fever persists for more than 24 
hours. A few may attempt self-medication with 
a broad-spectrum antibiotic for 25 to 48 hours, 
but this may be hazardous. 


Insecticides 


Except for those visiting the most “‘civilized”’ 
areas, an “aerosol bomb,” weighing approxi- 
mately 1 lb. and occupying the space of a small 
ean of soup, is a most helpful addition to the 
list of items likely to assure a comfortable trip. 
Several good preducts that reduce the nuisance 
and danger of mosquitoes, flies, cockroaches and 
bedbugs are available. 


Obtaining Services of a Physician 


| Most Americans are notoriously unequipped 
| linguistically, and except for a few expressions, 
_ they may not understand or speak the language 
of the country they are visiti,. inadequacy 
is of little consequence in ordinary travel, but it 
may become a frightening handicap in case of 
illness. 

The ordinary suspicion ~*th which an Ameri- 
can regards a foreign physician has unfortunate- 
ly been bolstered by the different medical back- 
grounds of some doctors abroad, and also by their 
tendency to use complicated medical formulas 
and to administer drugs by injection. For these 
reasons the American traveler should be advised 
when and how to obtain good medical attention. 

The following agencies or individuals are 
likely to provide the names of better-trained 
physicians: 

The American embassy or consulate. 
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Managers of the larger hotels, especially those 


that cater to Americans who return annually. 

The travel service, especially the managers of 
local airline offices or steamship lines. One in- 
ternational airline helpfully provides a booklet 
listing the names of physicians, noting their 
personalities and their proficiency in English. 

Certain minor illnesses may be cared for by 
the patient, but he should be advised to seek 
medical aid at least under two circumstances: un- 
explained pain that lasts for more than several 
hours; and fever that lasts for more than 24 hours. 

A most reassuring bit of information that the 
physician can give all his traveling patients is 
that in case of any major difficulty, an inter- 
national telephone call can easily be arranged, 
and he will then be able to provide advice regard- 
ing the proper course of action to follow. 


Simple Medical Travel Kit 


The following items may be included in a small 
medical kit: 

Thermometer (Fahrenheit scale) 

Aspirin or codeine-aspirin-phenacetin com- 
pound 

Meclizine (Bonamine), cyclizine (Marezine) or 
promethazine (Phenergan) 

An antihistamine and nasal decongestant 

Paregoric or bismuth salts or kaolin-pectate 
preparation 

Tetracycline or sulfonamide 

Insecticide; aerosol “‘bomb’”’ 

Soap, toilet paper, tissue paper 

Telephone number of personal physician 


A coupon for ordering an extensive bibliography accom- 
panying this article may be found adjacent to the Index 
to Advertisers. 
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MEDICAL INTERVIEW 


This is the fourth in a series of medical interviews in which an Academy member 
had the opportunity to discuss a problem case with an expert. 

MARJORIE E. CONRAD, M.D., a member who practices in Wilmington, Delaware, 
raises questions about toxemia of preanancy with FRANK A. FINNERTY, JR., M.D., 
an internist who has had wide experience in the treatment of that syndrome. 
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Toxemia of Pregnancy 


The triad, edema, hypertension 

and albuminuria, constitute the syndrome 
of toxemia of pregnancy. 

However, the disorder may sometimes 
develop with one or two elements 

of the triad lacking. 

Conditions that predispose to toxemia 
include obesity, pre-existing hypertensive 
vascular disease and diabetes mellitus. 
Prevention and treatment of toxemia 

can be soundly based upon administration 


B © of chlorothiazide for the purpose 


of reducing the body’s salt stores. 


Dr. MARJORIE E. ConraD: Dr. Finnerty, I want 
to talk about a 24-year-old woman who has been 
married three years, and who came to me during 
her third pregnancy at about the seventh month. 
Her problem was mainly that she had been told 
she would need a Cesarean section—something 
she was sure she didn’t want. She was obese, 
weighing 230 pounds, being five feet, four inches 
tall. She had been told she was a diabetic, and 
also hypertensive. 

Dr. FRANK A. FINNERTY, JR.: Now, suppose 
we stop there and let me ask you the duration of 
= hypertension and the duration of the dia- 

tes. 

Dr. ConRAD: Diabetes had been picked up 
about the sixth month of her second pregnancy. 
She had found sugar in her urine herself, just 
routinely checking. (She was a practical nurse.) ~ 
She was probably hypertensive then, although 
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she didn’t know about it until she was in labor 
with the second pregnancy. 

Dr. FINNERTY: There was no history of the 
hypertension prior to her first pregnancy? 

Dr. CONRAD: Not that I can elicit. 

Dr. FINNERTY: And was this patient’s first 
pregnancy complicated by toxemia or a blood 
pressure rise? 

Dr. ConraD: The first pregnancy was normal. 

Well, to continue, I thought that the necessity 
for Cesarean section was not reasonable, as far as 
I was concerned—that having had two vaginal 
deliveries, she should be able to have a third one. 

Dr. FINNERTY: Why was this patient sent to 
you at the seventh month; why not. before? 


Threatened with Cesarean Section 


Dr. CONRAD: She came to me at the seventh 
month, because the doctor to whom she had been | 
going insisted that she had to have a Cesarean 
section at the eighth month of pregnancy, and 
she objected to that on the basis of her obesity 
and having had normal deliveries. When I first 
saw her, her blood pressure was 150/102 and she 
told me that she was taking 4 gr. of thyroid a 
day. This she had been doing for the past two 
years. 

Dr. FINNERTY: And the thyroid was for what? 

Dr. CONRAD: She had been told she was 
hypothyroid. I have not had enough information 
actually to know why that was started originally, 
except that someone thought it would help to 
reduce her weight. Her weight had been a prob- 
lem since she’d been in high school. And I just 
had to go on from there. I couldn’t get records 
from the doctor she’d been going to. He rather 
objected to her changing doctors. I was on my 
own. Now,— 

Dr. FINNERTY: As long as you are telling me 
about medications, what sort of insulin was she 
taking? 

Dr. CONRAD: She was not on insulin. She was 
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Toxemia of Pregnancy 


only on a diet and was checking her own urine 
sugars by Tes-tape and finding, on her own test- 
ing, that it varied from 1+ to 4+. 

Dr. FINN®=RTY: What sort of therapy was she 
taking for her blood pressure? 


Put on 1,000 Calorie Diet 


Dr. CONRAD: None, at the time I saw her. I 
carried her along on about a 1,000 calorie diet, or 
as close as I could come to it with home care, and 
cut down her thyroid to— 

Dr. FINNERTY: Before we get to what yo: did, 
would you tell me a little bit more about the 
physical examination. You said that her blood 
pressure was 150/102. What did her fundi show, 
and was her heart enlarged? 

Dr. ConraD: There was no enlargement of the 
heart. There was slight edema when I first saw 
her—nothing remarkable. The fundi were clear. 
The heart and lungs were normal. 

Dr. FINNERTY: And what did her urine show? 

Dr. CONRAD: The amount of sugar in the 
urine varied between 1+ and 3+ on Tes-tape. 

Dr. FINNERTY: There was proteinuria? 

Dr. CONRAD: There was no albumin. On the 
1,000 calorie diet, she tended to lose a little 


weight. I did give her quite a lengthy discussion 
on diet; and she seemed to understand what she 
was to do, and I believe there were times when 
she followed it completely. Other times she’d be 
upset with her little boy, and would eat more, 
which I expected also. The course was uneventful 
until about three and one-half to four weeks be- 
fore the date we thought the baby was due. Then 
she began to show some ankle edema—a 1+ pit- 
ting in the shin area. 

Dr. FINNERTY: There was no edema of the 
hands or periorbital areas? 

Dr. CONRAD: No, none at all at that time. 

Dr. FINNERTY: No albumin in the urine? 

Dr. CONRAD: No. 

Dr. FINNERTY: What was the course of the 
arterial pressure at that time? 

Dr. ConraD: It did get up to 160/110. 

Dr. FINNERTY: So far, you have treated her 
with nothing, with the exception of diet? 


Edema and Pressure Rise Develop 


Dr. ConraD: That’s right. Then, about three 
and one-half to four weeks before delivery time, 
with edema and a pressure rise, I instructed the 
patient to omit salt from the diet, and I put her 
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in the hospital and prescribed Diuril, 500 mg. 
twice a day, and Mebaral, 1% gr. three times a 
day. On that regimen, in about eight days she 
dropped from 225 to 213 pounds, and tne ankle 
edema disappeared. The blood pressure went as 
low as 144/98 by the sixth hospital day. 

Dr. FINNERTY: One suggestion—I would have 
started Diuril therapy perhaps when you first saw 
her. The reason for this would be that this patient 
was certainly a candidate for toxemia on three 
different counts. She probably has basic hyper- 
tensive disease; she is a diabetic; she’s obese. If 
there were ever a toxemia candidate, this would 
be one. We have found that if one can prevent 
sodium retention, toxemia can be prevented. To 
prevent it is much simpler than to treat it. Also, 
perhaps by starting Diuril a few weeks sooner, 
you might have been able to postpone this girl’s 
hospitalization. 

_ Dr. Conrap: I should have mentioned also 

that in her second pregnancy this patient defi- 
nitely had signs of toxemia, and delivered a still- 
born after an induction of labor. However, I had 
wanted to carry her along as normally as I pos- 
sibly could, because of her rather unstable emo- 
tional status. 

At about the seventh day of hospitalization, 
there was spontaneous rupture of membranes, 
and after a wait of 12 hours with no sign of active 
labor, I started intramuscular Pitocin, % min. 
every 20 minutes. After four doses, labor started 
and after six hours of normal labor, she delivered 
normally. 


Dr. FINNERTY: The patient was indeed lucky. 


Delivers Normal Baby 


Dr. CONRAD: Yes, I agree. The child was 
normal—weight seven pounds, three ounces— 
not the large baby usually expected in a diabetic. 
Immediately after delivery, the patient’s blood 
pressure dropped to 110/80, and in 12 hours it 
was back up to 146/98. There it remained until 
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She was carried elong on 1,000-colorie dist. 


the fifth day post-partum, when I discharged nen 
from the hospital. 

Dr. FINNERTY: We could stop here and let me 
discuss a few points. Number one would be the 
management of this patient when you first saw 
her. As I suggested, since she was such an excel- 
lent candidate for toxemia, I would have started 
the Diuril right then. If there had not been a 
satisfactory response—clearing of edema and 
lowering of the arterial pressure by say 15 or 20 
per cent—I would have added Diamox to the 
Diuril. 

Dr. CONRAD: You would do that even though 
there was only minimal pitting edema? 

Dr. FINNERTY: Right. The primary therapy in 
cases of this kind should be diuretic therapy, and 
if sodium retention is treated promptly and ef- 
fectively, nothing else may be necessary. Our 
thoughts on this matter have recently changed. 
Several years ago, antihypertensive agents were 
relied on heavily. Now, since the advent of 
chlorothiazide and hydrochlorothiazide, the anti- 
hypertensive agents have been relegated to a 
secondary role, and we really scarcely have to 
use them now on an outpatient basis. : 


e 4 | | ¥ 7 
i, 
= 
= 
ee | 
1e, 
he 
ler 
| as 
has 
rad 
ars 
nan 
| on 
wn 
il 
rily 
the 
ving 
eral | 
| 


Toxemia of Pregnancy 


Dr. CONRAD: May I ask, when do you com- 
bine the Diuril therapy with Diamox or am- 
monium chloride? 


Should Do Urine Culture 


Dr. FINNERTY: If a satisfactory diuresis or 
blood pressure fall has not been seen within two 
weeks following Diuril alone, I would then add 
Diamox. 

The second point is a diagnostic one. In a 
diabetic, I would want to know whether pyelo- 
nephritis was present. Not only a microscopic 
urinalysis should have been done, but a urine 
culture also. Frequently, as you know, pregnant 
women have no symptoms of pyelonephritis—no 
symptoms referable to the lower urinary tract— 
no burning, frequency or fever, and pyelone- 
phritis is proved only by microscopic urinalysis 


She delivered a normal child. 


and culture. Certainly in pregnant patients with 
albumin, pyelonephritis must be excluded. 

Dr. CONRAD: Well, the urine was negative 
microscopically, and it had no albumin in it. The 
specific gravity was 1.022. The blood urea nitro- 
gen was 13 mg. per 100 ml. These are all things 
that I think of as routine, but you feel that a 
urine culture is also indicated? 

‘Dr. FINNERTY: Right! 

Dr. CONRAD: I’m not in the habit of doing 
them routinely— 

Dr. FINNERTY: No, not in a normal pregnant 
patient, but in a diabetic or in a “toxemia 
candidate,” pyelonephritis is an urgent consider- 
ation. 

Dr. CONRAD: Do you expect the blood 
pressure drop this patient showed following 
delivery—down to a level of 110/80—with a rise 
back? 


Fall in Pressure Is Expected 


Dr. FINNERTY: The fall in pressure is not un- 
usual following general anesthesia or following 
just plain delivery. A return of the arterial 
pressure to, as it were, “control’’ levels then 
takes place in the next 24 hours. This should not 
be interpreted as a post-partum rise or a pressor 
phenomenon. This is simply a return of the blood 
pressure to its usual—its ‘‘control’’ level. 

Dr. ConraD: It wouldn’t lead you to think 
that the patient’s emotional state was playing 
any part? 

Dr. FINNERTY: [ don’t think so. 

Dr. ConraD: Prenatally, the patient’s blood 
cholesterol had been 389 mg. per 100 ml. After 
delivery, the cholesterol dropped to 366 mg. The 
fasting blood sugar was 169 mg. per 100 ml. I 
thought it should be lower than this. 

Dr. FINNERTY: I would not be too excited 
about that level of blood sugar. 

Dr. ConraD: You imply that insulin would not 
be necessary. 
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Dr. FINNERTY: Not in this patient at this time. 

Dr. CONRAD: Now, I have questions about her 
future care. I think it’s important that her 
weight is taken down to a normal range. I 
managed to get it down to 199% lb., but it’s 
rising again now, which makes a problem. 

Dr. FINNERTY: Weight reduction would be 
good, not only for the diabetes, but for the 
hypertensive disease also. 

Dr. CONRAD: What about future pregnancies 
and her care at that time? ° 


Must Prevent Sodium Retention 


Dr. FINNERTY: I’m glad you asked that. I 
believe very strongly that a patient like this can 
be safely carried through additional pregnancies 
if sodium retention can be prevented. The 
biggest advantage of chlorothiazide is that it can 
be administered continuously without the de- 
velopment of drug resistance. Chlorothiazide 
should be started at the first prenatal visit and 
continued throughout pregnancy. 

Dr. CONRAD: Do you recommend a dose of 500 
mg. twice a day? 

Dr. FINNERTY: Yes, 500 mg. twice a day. We 
have now treated more than 200 toxemia-prone 
pregnant patients in that way and have pre- 
vented the development of toxemia. 

Dr. ConraD: Do you restrict salt and fluid in- 
take? 

Dr. FINNERTY: No, not at the start. If the pa- 
tient is on Diuril therapy at the beginning, 
dietary restriction of sodium often is not neces- 
sary. Of course, there is no question that you will 
enhance the potency of the diuresis if you re- 
strict sodium in the diet, but the drug is so 
effective that, for the usual patient, you need not 
restrict the sodium. Naturally, this is much more 
acceptable to the patient. Also, there is less like- 
lihood of the low-sodium syndrome and the low- 
potassium syndrome if you let the patient eat a 
regular diet. 
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Fall in pressure is not unusual after delivery. 


Dr. CONRAD: I have usually told patients to 
eat their usual diet, but not to add any salt at the 
table, which means that they cook with the 
normal amount, and I’ve so far found that that’s 
worked well without restricting them too much. 
That is usable, then? 

Dr. FINNERTY: Right. 

Dr. CONRAD: Then you would not restrict 
pregnancy as far as this patient is concerned— 
you would not tell her to wait— 

Dr. FINNERTY: No. If sodium retention can be 
prevented from the beginning of pregnancy, the 
likelihood of toxemia is small. In addition to this, 
if her weight can be reduced, you will not only 
control the diabetes, but may control the vascu- 
lar disease also. 

Dr. CONRAD: Your main wish then would be 
to keep in close contact with the patient, have 
her see you immediately when she’s pregnant, 
and go along from there on diet contro! and a 
diuretic agent. 

Dr. FINNERTY: Right. 


Cholesterol Restriction Recommended 


Dr. ConraD: Incidentally, pelvic x-rays were 
done post-partum. There were no calcifications of 
arteries, and the chest film showed normal lungs 
and heart. Would there be any question of trying 
to cut down cholesterol in her diet? 

Dr. FINNERTY: Well, I’m sure there’s much 
difference of opinion on that. I personally believe 
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Toxemia of Pregnancy 


that when the cholesterol is that high, an attempt 
should be made to restrict cholesterol and fat in 
the diet. Certainly there seems to be no drug that 
is universally successful in this field. Perhaps 
diet, although rather drastic, should be tried. 

Dr. CONRAD: But it wouldn’t make it too 
drastic along with the routine that we’ve already 
talked about for control of the diabetes and the 
hypertension. 

Dr. FINNERTY: That’s true. 

Dr. CONRAD: One more question—a theoretic 
one perhaps. When a patient like this has two of 
the several features of toxemia, that is to say, 
high blood pressure and edema, does the fact of a 
negative test for albumin in the urine preclude 


consideration of this patient as a toxemic pa- 
tient? 

Dr. FINNERTY: No, indeed. The syndrome of 
toxemia is characterized typically by the triad of 
high blood pressure, edema and albuminuria. 
However, one may have toxemia with a normal 
arterial pressure, without protein, or one may 
have toxemia with simply generalized edema. 
Also, that same triad is by no means restricted 
to toxemia of pregnancy. The same symptoms 
may be found in patients with hypertensive 
disease, patients with pyelonephritis, patients 
with glomerulonephritis. In this particular pa- 
tient, I would say that the toxemia was super- 
imposed on chronic hypertensive disease. 
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EDWARD SETTEL, M.D. 


Medical Director, Forest Hills Nursing Home 
Forest Hills, New York 


The author, who is medical director 

of a nursing heme caring for elderly people, 
presents a workable plan to handle 

the elderly patient who has become difficult 
to handle because of mental disturbances. 
Complete rehabilitation is stressed 

with the judicious use of certain drugs 
which have been found by the author 

to be most effective. 


THE NUMBER of individuals living on into old age 
has progressively increased for the past 50 years 
and promises to continue increasing for many 
years to come. Between 1900 and 1955 life ex- 
pectancy at birth increased for men from 46.3 
years to 66.7 years, and for women from 48.3 
years to 72.9 years. Taken alone, however, these 
figures may be inaccurately construed, since in 
the same period life expectancy at 65 years of age 
did not correspondingly increase. For white men 
it increased only from 11.51 years to 12.9 years, 
and for white women from 12.23 to 15.5 years. 
F rom these figures it is evident, as Hunt has 
pointed out, that: “Old people are living’a little 
bit longer than they used to: The important 
sociclogie fact is that so many more people are 
living to become old.” 
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Total Approach in Management 
of the Agitated Senile Patient 


Statistical support for this contention is pro- 
vided by the Bureau of the Census which esti- 
mated that the number of people 65 years of age 
or over increased from 9 million in 1940 to 14.7 
million in mid-1957. Based on current population 
trends, the Bureau estimates that by 1970, 19 
million or more of the population (only slightly 
less than 10 per cent of the total) will fall within 
this age group. Naturally, any major break- 
through in the treatment of the degenerative or 
malignant diseases would accelerate this trend 
still further. 

Further gains in longevity wil! continue, but 
at a slower pace. Projections by the Social Secu- 
rity Administration anticipate by 1975-80 a life 
expectancy at birth of 73 years compared to 69.3 
years today. 


The Physician’s Role 


Even if only by virtue of their numerical im- 
portance, the older age group of patients is des- 
tined to occupy more and more of the physician’s 
time and attention. And even though geriatrics 
as such should develop into a full-fledged medical 
specialty, it nevertheless seems inevitable that 
the brunt of the responsibility for this older age 
group will fall upon the general practitioner. 

In a large measure medical advances have now 
made old age attainable. It has been aptly stated 
that the sociologic objective is now to make it 
satisfying. A recent survey conducted by the 
American Psychiatric Association has shown that 
in general the public believes that the medical 
profession treats the sick too much on an assem- 
bly line basis and makes too little effort to achieve 
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Total Approach 
in Management of the Agitated 
Senile Patient 


some understanding of patients as personalities 
in relation to their environment. If this is true in 
general medicine, how much more forcibly does 
it apply in the practice of geriatrics, in which the 
patient’s pathologic problems are so intimately 
interwoven with his sociologic problems? Patience 
and forbearance in the treatment. of the elderly 
patient are vital, but alone they are inadequate. 
The physician must develop an insight into the 
clinical problems which extends beyond a famili- 
arity with morbid pathology. He must orient 
himself thoroughly in the psychologic metamor- 
phosis which occurs with advancing years and 
with the psychic responses likely to develop as 
a result of the patient’s changing socioeconomic 
status. Each patient must be considered on a 
strictly individual basis with due regard for his 
personal and family history and all phases of his 
existing environment. Only on this level can the 
physician adopt the hopeful, dynamic and posi- 
tive approach which is vital to successful care. 


Etiologic Factors in Psychic Agitation 


It is certainly true that many elderly individ- 
uals adjust in an entirely satisfactory manner to 
the problems of aging. However, it is equally true 
that no other segment of the population suffers 
emotional breakdown (either of a depressive or 
agitated nature) so frequently as the aged through 
stress of altered life situations. 

Physical incapacity certainly plays an impor- 
tant part. About one-half of all persons 65 years 
of age or older in the United States suffers from 
a chronic physical illness, and the incidence of 
total disability is about two and one-half times 
that of the general population. Such loss of capac- 
ity is of greatest importance in that it reduces 
the patient’s earning potential and increases his 
physical and financial dependence on others. 

The importance of organic cerebral changes as 
a cause of mental deterioration in the elderly has 
perhaps been overestimated. There is, in fact, 
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much evidence that satisfactory mental function 
may occur even with advanced brain pathology 
and, conversely, a serious degree of mental im- 
pairment may be present without evidence of 
organic change. Although it may be accepted as 
a general rule that some slowing of intellectual 
processes may be expected after the age of 60, 
there may be a development of some intellectual 
qualities to compensate. 

In my experience the dominating trigger factor 
in producing emotional disturbance in the aged is 
deterioration of socioeconomic status. The pa- 
tient surveys his environment and finds that for 
all practical purposes he has been arbitrarily rele- 
gated to the undertaker’s anteroom. He has been 
compulsorily retired from his employment in 
most instances at 65. His income has often been 
sharply reduced and the scope of the activities 
which he can afford has become commensurately 
more limited, despite the fact that he has con- 
siderably more leisure hours at his disposal. De- 
prived of his former responsibilities he feels a loss 
of self-respect and prestige. He has become la- 
beled as “‘old’’ and hence incompetent. If he is 
financially dependent on others he is still further 
humiliated. 

A bleak and empty future leaves him without 
ambition and interest. Nothing remains but a 
vegetative existence until death supervenes. All 
too often these feelings are compounded by a 
sense of being a burden to both family and society. 
With contacts reduced the patient readily devel- 
ops feelings of rejection which all too readily pro- 
gress into resentment and hostility. Inadequate 
preparation for facing death may also play an 
important role in the breakdown of defenses. 

As Meerloo has commented, the development 
of such attitude is encouraged by the fetish of 
youth which dominates our civilization. Grey 
hair and wrinkles are no longer a badge of expe- 
rience but unsightly defects to be avoided like the 
plague or camouflaged with dyes, make-up 0 
plastic surgery. Perhaps this consideration alone 
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may help explain why the admission rate of older 
patients to mental hospitals is higher now than 
ever before. 

The emotional pattern of response taken by 
the poorly-adjusted elderly individual may fall 
into any of the extremes in the spectrum of re- 
activity. Those who have conducted their lives 
in a dynamic, positive fashion will more often 
become severely agitated when confronted by un- 
bearable situations in their later years. On the 
other hand, the docile, meek, easily-led type usu- 
ally falls into the withdrawn and depressed state 
in the seventh or eighth decade. Exceptions to 
these generalizations are frequent. 

By their intrinsic nature, the symptoms of agi- 
tation are such that they require more immediate 
and dramatic remedy than those of depression. 
The senile patient who is hostile, destructive, 
angry, incontinent and negativistic requires more 
intense and immediate therapy than the quiet, 
unresponsive, sedentary depressed patient. The 
former is destructive to the family pattern of life, 
and the physician is called into the emergency 
situation for immediate action and relief. 


Rehabilitation of the Aged, Agitated Patient 
CHANGE OF ENVIRONMENT 


Since emotional disturbance in the aged is pre- 
dominantly triggered by environmental stress, 
the author is of the firm conviction that the first 
logical step is consideration of at least temporary 
removal of the patient from his stressful locale. 
In this matter, however, the individual’s desires 
must be given the utmost consideration since re- 
moval under pressure is likely to foredoom further 
efforts at rehabilitation. In this the author agrees 
vith Warren that such a decision can be right 
nly when it is acceptable to the individual. Per- 
taps the strongest indication for removal arises 
when the patient is living alone, as solitude fre- 
quently breeds antisocial attitudes which make 
treatment difficult. Removal becomes even more 
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imperative when the solitude follows death of a 
spouse and the surroundings serve as a constant 
reminder of former happier relationships. Re- 
moval, even by force, becomes obligatory when 
the agitation is of such a degree that all commu- 
nication with the patient has been obliterated. 

The family physician has the added responsi- 
bility of reducing guilt feelings in the family 
(usually a son or daughter of the patient) when 
the patient is first separated from the home en- 
virons. This requires patient, intimate explana- 
tion and discussion, with the rewarding thought 
that the ultimate purpose of the removal is even- 
tual re-establishment of the patient at home on 
a functional and nondesti'uctive level. 

Ideally, the geriatric facility to which the pa- 
tient is removed should have the atmosphere of a 
home rather than a hospital. The accommoda- 
tions should permit the residents a reasonable de- 
gree of privacy. Sleeping accommodations should 
be subdivided into small units so that the patient 
sleeps in a bedroom rather than in a ward or 
dormitory. Room companions should be allocated 
with thoughtful consideration for compatibilities. 
At the same time there should be ample com- 
munal facilities to provide maximum opportunity 
for social intercourse. 

Most important, the staff of the institution 
must be thoroughly conversant with the prob- 
lems of the aged and genuinely interested in the 
welfare of the patients under their care. It cannot 
be emphasized too strongly that such considera- 
tions do not apply solely to the professional staff. 
Maids, porters and other workers with whom the 
patients come in daily contact can do untold 
damage by inconsiderate behavior, and hence 
they must be chosen with discrimination and 
must be thoroughly indoctrinated as to their at- 
titudes. Staff orientation on a planned level 
should be directed toward achieving attitudes of 
sympathy and understanding. An act of friend- 
ship and kindness by a housemaid can be more 
effective than the most potent drug. 
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Total Approach 
in Management of the Agitated 
Senile Patient 


PSYCHOLOGIC APPROACH 


The basic objective of psychologic treatment is 
to restore to the patient his former self-esteem. 
He must be convinced that (1) he has a useful 
ais function to perform and hence is needed; (2) his 
— capabilities are by no means exhausted and hence 
he is respected; and (8) those around him, and 
particularly his family members, show him affec- 
tion and thus give him evidence that he is loved 
and wanted. 

Often the very fact of living among others ex- 
periencing similar difficulties dilutes the ego- 
importance of his own dilemma and renders him 
more accessible to individual or group psycho- 
therapy. When physica] handicap is present, the 
sympathetic provision of appropriate aids may 
furnish almost as much psychologic as physical 
benefit. 

Occupational and recreational therapy for the 
average patient.constitutes the mainstay of treat- 
ment. Occupational therapy should attempt to 
involve the patient in some of the more pleasant 
pursuits of his earlier life. He will find gratifica- 
tion in rediscovering old skills such as gadgetry, 
painting, carpentry, sculpturing, weaving, bas- 
ketry, gardening, model-making and stamp or 
coin-collecting. For the female patient the pro- 
gram may also include cooking, sewing, crochet- 
ing, mending and baking. Group projects often 
prove rewarding. These include newspaper pro- 
duction, lectures, musicales, amateur theatricals 


This 71-year-old male patient, hostile, abusive and angry a 
nurses and attendants, refused to join in group activities. 


and instrumental groups. A planned program of group or individual § rise 

Recreational therapy provides similar oppor- psychotherapy has definitive value despite the fore 
tunity for social commingling and interest. Such hopeless attitude assumed by many psychiatrists.  oug 
activities include bingo, ballroom and square tien 
dancing, card games, discussion groups and sim- RESTORATION TO HOME LIFE to s] 
ple contests with rewards. It is my opinion that the ultimate aim of treat- § to t 

Simple as these measures are, they prove surpris- ment should always be eventual restoration of ff turt 
ingly effective in reversing the patient’s former the patient to his home, with reasonable certainty § may 
trend to divorce himself from society since they that he will adapt to the conditions. deta 
are basically participatory and dependent upon Obviously, this objective can only be accom: § be ir 
communal cooperation. plished if home conditions that formerly gave § pati 
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The same patient on Prozine regimen was relaxed, out of his 
bedroom and in the recreation area, responding good-naturedly, 
smiling and communicative with attendants. 


tise to stress are abolished or minimized. There- 
lore, the preparation of the family must be thor- 
ough and instituted well in advance of the pa- 
tient’s arrival. The physician must be prepared 
'o spend considerable time in explaining tactfully 
to the relatives the nature of the patient’s dis- 
turbance, the reasons for it, and the factors which 
may precipitate recurrence. They must receive 
(etailed advice as to their attitudes. They should 
he instructed to avoid even faint reference to the 
patient’s physical or financial dependence on 
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them, or any suggestion of whatever nature that 
might detract from his self-respect. 

On the positive side they must clearly under- 
stand that mere provision of bed and board is 
not enough. They must welcome him back as an 
integral member of the family unit and include 
him in their social and family activities. This is 
not to say that they must place the patient on 
an exalted plane superior to other family mem- 
bers as this may lead to as unfortunate results 
as an attitude of denigration. Coequality with 
other family members should be the keynote. 
Like other family members the patient should 
share in family decisions, and as far as mentality 
permits, should share in the household chores. 

Activities individual to the patient himself 
should be encouraged, too. Revival of former 
friendships should be facilitated. Resumption of 
former religious and social activities should be 
stimulated. In summary, all approaches which 
tend to build the patient’s self-esteem as an in- 
dividual and as a welcomed and loved member of 
the family are conducive to maintaining him in 
healthy emotional! balance. 


PHARMACOTHERAPEUTIC AIDS 


Apart from specific medication for obvious 
physical disorders, the major requirements (for 
nonpsychiatric disorders) of the geriatric patient 
are of the palliative type, particularly analgesics 
for complaints such as headaches or arthritic 
pains. Thought should also be given to the need 
for supplementary vitamins whenever appetite is 
poor. Digestive and endocrine drugs are also re- 
quired more frequently than in the general popu- 
lation, in view of diminished endogenous produc- 
tion of enzymes and hormones. 

It is, however, in the control of the mental 
rather than the physical symptoms of the agi- 
tated geriatric patient that pharmacotherapy has 
made its most startling advances. Progress in 
this field dates back to the introduction about 
five years ago of reserpine and the phenothiazine 
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group of drugs. The use of these agents as tran- 
quilizers, in my experience, has proved of im- 
measurable value in controlling the tension, 
anxiety and agitation so frequently present in 
the geriatric patient. 

Because of my particular interests and facilities 
in the geriatric field, it has been my privilege to 
cooperate in the original clinical evaluation of a 


number of these drugs. In general, all of the 


drugs studied have proved of significant value 
with only minor variations in efficacy and safety. 
Nevertheless, it has been my impression that 
not infrequently some area in the personality dis- 
turbance has resisted ataractic effect. _ 
Inasmuch as dysfunction of several cortical 
and subcortical centers has been implicated in 
senile agitation, it appears feasible that a com- 
bination of drugs with different sites of action 
might yield superior total effect. With this thought 
in mind, an initial empirical clinical trial was 
made with a combination of 25 mg. promazine 
hydrochloride and 200 mg. meprobamate (put up 
as a capsule [Prozine, Wyeth]), which drugs are 
believed to act primarily in the hypothalamic and 
thalamic regions respectively. (Promazine hydro- 
chloride and Prozine were supplied by Wyeth 
Laboratories, Inc.). From these limited observa- 
tions the impression was gained that the com- 
bination was somewhat more effective than either 
agent used alone or, for that matter, than any 
other single agent previously studied. Moreover, 
the dosage required to achieve satisfactory thera- 
peutic effect was so sharply reduced that syner- 
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gism between the two agents seemed clearly 
indicated. On the basis of these findings a more 
formal and controlled study was undertaken, 
and later it will be reported on in detail. 

Briefly, significantly better results were ob- 
tained with the combined therapy than with 
promazine alone, and for that matter than with 
any previous tranquilizers used alone. Combined 
therapy yielded excellent response in 67 per cent 
of cases as contrasted with 42 per cent for 
promazine alone, a differential of almost 25 per 
cent. If the groups manifesting “excellent” and 
“‘good”’ response are combined, as representative 
of the total showing worthwhile improvement, 
the promazine produced satisfactory response in 
a total of 85 per cent (42 per cent plus 43 per 
cent) and the combined therapy in 96.1 per cent 
(66.7 per cent and 29.4 per cent). With the com- 
bined therapy the dosage of promazine was only 
half that required when promazine was adminis- 
tered alone. 

In patients in whom there was a satisfactory 
reponse, there was an almost complete disappear- 
ance of agitation, irritability and hypermotricity. 
The patients became quieter, less demanding, 
less sensitive to provocation. There was no cloud- 
ing of the sensoria or mental processes. Those 
few who were somewhat sleepy in the first few 
days of treatment soon overcame the somnolence 
on the same dosage. As tranquility became more 
firmly established, they were able to get along on 
as few as 1 or 2 capsules daily, administered 
usually in the morning or forenoon. 
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As their reaction to minor stress situations 
became more controlled, their management be- 
came a matter of routine custodial care for the 
nursing staff. Fewer attendants were required, 
as the patients began to show greater interest in 
their surroundings and to participate in group 
activities and occupational therapy. 

Conversely, as the agitation subsided, so their 
amenability to suggestive therapy increased. At 
this point in treatment, they were gradually x- 
posed to more and more psychotherapy. Re »- 
tivity increased as hostility declined. 

In neither group were there side reactions of 
any consequence. Minor subjective reactions such 
as vertigo and drowsiness were reported in 4 per 
cent in each group. In no instance was it neces- 
sary to discontinue treatment. 


SUMMARY AND CONCLUSIONS 


1. The progressive increase in the number of 
individuals living into old age compels a greater 
interest on the part of the general practitioner in 


the problems of geriatrics, and particularly those 
of a psychiatric nature. 

2. Etiologic factors leading to emotional dis- 
turbance in the aged have been discussed. The 
various modalities of treatment, with emphasis 
on the psychologic factors, have been briefly 
described. 

3. The availability of reserpine and the pheno- 
thiazine derivatives has greatly facilitated the 
management of the agitated senile patient. Nev- 
ertheless, since dysfunction of several brain cen- 
ters may be involved, it appears possible that a 
combination of drugs with different sites of action 
may yield results superior to those obtainable 
with any single agent. 

4. A comparative study has been sonia of the 
efficacy of promazine alone and promazine in 
combination with meprobamate. Superior re- 
sults were obtained with the combined therapy. 


A coupon for ordering a bibliography accompanying this 
article may be found adjacent to the Index to Advertisers. 


Traffic Safety 


THERE ARE MANY FACTS known to science which, if 
communicated successfully to the driving public, 
could reduce the toll of traffic accidents. For example, 
facts about: 

The effects of drugs, such as the antihistamines, on 
driving ability. 

The effect of alcohol on reflexes and judgment. 

The effect of fatigue on reaction time. 
In addition, there is a vast field ripe for study and 
investigation by medical and paramedical personnel: 

The effect of emotions on driving ability. 

The personality pattern of chronic traffic vidlators. 

The motivations of persons who drive in an irre- 
sponsible fashion. 

The modern American car, although not perfect 
from the standpoint of safety design, is still a miracle 
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of scientific achievement. Relatively few accidents 
occur primarily because of mechanical faults or fail- 
ures. 

This cannot be said of American drivers. Almost 
anyone is permitted to drive a car today under any 
and all conditions. While our scientists have been 
busy harnessing the atom, and medical scientists 
have been successfully confining once epidemic dis- 
eases such as malaria and poliomyelitis, relatively 
little time, money or attention has been spent in de- 
termining the basic reasons why 40,000 Americans 
are killed by automobiles each year. 

To me, all of this is a challenge which has been in- 
excusably evaded by the rank and file of the public 
health and medical professions for several decades. 
The question now is: What are we going to do about 
it?—A. L. CHAPMAN, M.D., Pub. Health Reports, 
74:163, 1959. 
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The Unpredictable Thyroid 


JOHN F. GANEM, M.D. 


University of Louisville Schoo! of Medicine 
Louisville, Kentucky 


Disturbances of the thyroid gland 

are not always discernible as clear-cut, 
well-defined clinical syndromes. 

The symptoms may mimic other diseases 
to such an extent that the physician 

can be led astray quite easily. 

The following cases illustrate how important 
it is to think of possible thyroid disease, 
even though the symptoms 

do not immediately suggest the thyroid 
as the cause of the trouble. 


There are so many manifestations of thyroid disease, so many symp- 
toms that are not clear-cut, well-defined syndromes, that diagnosis is 
sometimes difficult. Some patients, for example, exhibit an acute de- 
pressive psychosis. They become agitated and slovenly. 
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Mental Depression due to Thyroid Deficiency 


CASE 1. Mrs. M.B., white female, age 45, was 
first seen by me on November 12, 1956, at home. 
Her brother revealed the following information: 
Approximately one year before my visit she had 
become very depressed. This depression pro- 
gressed, and she became extremely agitated. At 
one time she broke a window at home and ran out 
to the street naked. After this episode the family 
had the patient confined in a local private men- 
tal institution where a diagnosis of an acute de- 
pressive psychosis was made. Later she was trans- 
ferred to the state mental institution, to be dis- 
charged some weeks thereafter, still depressed 
but less agitated. 


On November 26, 1956, when I saw the patient, 


several pertinent symptoms were present. She 
was very depressed, her appearance was slovenly, 
her speech was low and husky, her face and ex- 
tremities were swollen, and despite the heat in the 
room she complained of being cold. The thyroid 
gland was not enlarged. Hospitalization in one of 
our local hospitals revealed a protein bound 
iodine concentration of 1.25 meg. She became 
very agitated and at the request of the hospital 
was discharged in five days. Subsequently she 
was sent to the state mental institution where 
electric shock therapy was given. On January 9, 
1957, she was allowed to go home for a visit. A 
blood specimen was again obtained and the 
P.B.I. reported as .25 meg. The hospital authori- 
ties were notified and prevailed upon to institute 
thyroid therapy. She began to improve rapidly. 
The patient is now on 4 gr. of thyroid a day and 
an 18-month follow-up reveals a well-balanced, 
pleasant female, meticulous in her appearance 
and speech, and very devotedly caring for her 
mother, whose case is presented next. 

CASE 2. Mrs. C.H., white female, age 65, moth- 
er of Mrs. M.B., was first seen on February 12, 
1958. She had previously been seen by a local 
physician who had placed her on therapy for con- 
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gestive heart failure. The patient was an extreme- 
ly unpleasant and irritable female. It was im- 
possible to obtain an adequate story because of 
her constant whining and complaining. One de- 
veloped an immediate and intense dislike for this 
pathetic person. She was hospitalized on Febru- 
ary 27, 1958, at one of our local hospitals. Chest 
x-ray revealed a markedly enlarged heart with 
evidence of chronic pulmonary passive con- 
gestion. An electrocardiogram revealed a left 
ventricular strain pattern. Bilateral lower leg 
edema and orthopnea were present. No evidence 
of hypertension was found. There was no history 
of coronary heart disease. The thyroid gland 
was uniformly enlarged. 

My experience with the patient’s daughter, 
Mrs. M.B., made me suspicious of possible 
thyroid pathology, and very frankly a hyper- 
thyroid state was suspected. A 2.38 mcg. level of 
P.B.I. was reported. Thyroid therapy, 4 gr. 
daily, was instituted with a great deal of appre- 
hension. In the presence of such a severely dam- 
aged cardiovascular system, the response to 
thyroid certainly was risky. Several weeks later 
on a dosage of 1% gr. thyroid daily she began to 
improve. On one office visit she smiled for the 
first time. She was far less agitated and com- 
plained much less than before. Unfortunately, 
three weeks after this pleasant visit, I saw this 
patient at home, dyspneic, cyanotic and com- 
plaining of severe chest pain. Thyroid therapy 
was immediately stopped and several days later, 
after supportive care, she improved from this 
episode of coronary insufficiency. No further at- 
tempt to treat with thyroid extract has been 
made, and of course she is back to the com- 
plaining and whining state existing before thy- 
roid therapy. 


Ascites due to Hypothyroidism 


CASE 1. Mr. J.V., white, male, age 50, was first 
seen on April 14, 1952, with a history of a 30-lb. 
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increase in weight in the past two months. He The previously described calcifications were 
said that he felt weak and that his abdomen had again noted. Si 
enlarged. Mr. J.V. said that several months prior On December 20, 1957, 1,900 cc. of ascitic fluid th 
to this visit he had been hospitalized in one of our was again removed. At that time, a surgical con- 
local hospitals where a subtotal thyroidectomy sultant and the surgical resident both made a by 
was performed. He was hospitalized and 2,000 diagnosis of carcinoma of the ovary with metas- dis 
ec. of ascitic fluid was removed. Examination tasis. wi 
." failed to reveal tumor cells. A complete gastro- Certain aspects of this patient’s condition J q | 
sige intestinal series was reported as negative. Chest made me rather suspicious of thyroid pathology, to: 
saa x-ray was negative. Liver function tests were all and a check of thyroid function revealed the fol- 9 ox 
sie normal. lowing: Examination of the blood for cholesterol J be 
_— . A serum cholesterol determination, however, demonstrated a level of 470 mg. The P.B.I. was pr 
, ae was reported as 480 mg. Palpation of the abdo- 1.25 meg. Mrs. E.H. was started then on thyroid wl 
- | men and rectum was negative. No adenopathy therapy and when discharged on January 7, 1958, tic 
ie was demonstrable. A diagnosis of hypothyroid- she was able to move under her own power. sti 
ism was made, and thyroid therapy instituted. She has been followed for 11 months on thyroid, m: 
Mr. J.V. has been followed from 1952 to 1958 and ‘5 gr. daily, and has not developed ascites to the A 
when last seen in June, 1958, he was still on thy- present time. sis 
roid, 2 gr. daily, and has never had recurrence Mrs. E.H. has been seen at weekly and two- th 
of ascites. week intervals for trophic ulcer of the rigit leg. on 
CASE 2. Mrs. E.H., colored female, was first However, she gets about well, and physically and 
seen on December 13, 1957, at one of our local mentally shows no evidence of the pre-existing § wz 
hospitals at the request of her husband who was thyroid insufficiency. cu 
rather upset regarding the care she was getting. ca 
Mrs. E.H. had been hospitalized for two weeks + 724» . su 
because of ascites and severe weakness, making it Thyroiditis as the Cause of Chills and Fever at! 
difficult for her to stand or walk. While at this CASE 1. Miss A.C., colored female, age 30, was Ft 
hospital she had, on two occasions, been .sub- first seen on May 24, 1957, with the chief com- au 
jected to an abdominal paracentesis, and each plaint of chills and fever. She said she had been re 
time approximately 2,000 cc. of ascitic fluid had well until three days before this visit when she 19 
been removed. began to chill severely and developed a tempera- pa 
A review of the x-ray reports for this patient ture. She said that coincident with this she noted M. 
revealed no evidence of gastrointestinal patholo- a painful swelling in the right anterior neck. th 
gy. An x-ray of the chest was normal. However, Examination revealed an acutely ill, young, we 
calcifications in the pelvic region were reported, colored female with a temperature of 103° and a cel 
and in view of the ascites these were presumed to tense, painful enlargement of the right lobe of the Oc 
represent a possible carcinoma of the ovary. thyroid gland. Miss A.C. was admitted to one of ac 
om Examination revealed a lethargic, colored fe- our local hospitals on May 24, 1957, where a tal 
= male, anemic in appearance. Her voice was low P.B.I. was reported as 8.75 meg. and an iodine § 35 
and husky, her cerebration very faulty. On uptake was reported as normal. A diagnosis of 9 19 
December 16, 1957, she was transferred to: an- subacute thyroiditis was made, and antibiotic lor 
other of our local hospitals. A repeat gastro- and steroid therapy were instituted. She was dis- J} sey 
intestinal series was again reported as negative. charged on June 7, 1957, completely recovered. me 
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JOHN F. GANEM, M.D. has been a member of the American Academy of 
General Practice for 12 years. He earned his medical degree from the 
University of Louisville School of Medicine in 1948, and completed his 


Speech Defect Associated 
with Hyperthyroidism 


CASE 1. Mr. I.M., white male, age 60, was seen 
by me in June, 1955, with a history of epigastric 
discomfort, relieved by alkalies. The past history 
was quite interesting in that he had undergone 
a total thyroidectomy several years before for a 
toxic thyroid. He said he developed such severe 
exophthalmos that a Noffsiger operation had 


present illness revealed an elderly white male, 
whose speech was rapid with stuttering. His mo- 
tions were rapid, and it was difficult for him to sit 
still. Examination of the heart was negative. No 
masses could be palpated in the anterior neck. 
An upper gastrointestinal examination was con- 
sistent with an active duodenal ulcer. He was 
then placed on an antiulcer routine and followed 
on an ambulatory basis. 

Interestingly, on an office visit I noted that he 
was fibrillating. This finding, added to his pe- 
culiar speech and activity, was certainly indi- 
cative of thyroid toxicity. However, since he pre- 
sumably had had a total thyroidectomy, little 
attention was given to this finding at that time. 
Further follow-up visits revealed an off-and-on 
auricular fibrillation and a strong suspicion of a 
recurrent toxic thyroid adenoma. In August, 
1955, he was referred to the Radioisotope De- 
partment, University of Louisville School of 
Medicine, where studies revealed the presence of 
thyroid toxicity. On August 17, 1955, I'*! uptake 
was 40.1 per cent, urinary excretion was 13 per 
cent. He was treated on August 24, 1955 and 
October 11, 1955, with 4 me. and 6 me. radio- 
active iodine, respectively. On April 4, 1956, up- 
take was 14.8 per cent and urinary excretion was 
35 per cent. Mr. I.M. was last seen on May 6, 
1958. He had gained weight; fibrillation was no 
longer present and had not been detected for 
several months. His speech was much slower and 
more distinct. There was no evidence of stutter- 
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been performed to relieve it. Examination for the - 


internship at St. Anthony’s Hospital, Louisville. Dr. Ganem has been a 
member of his alma mater’s faculty for several years as an instructor in 
medicine. In 1955 he received the Kentucky chapter’s award for his scientific 
article, ““The Medical Management of Duodenal Ulcers.’”’ The author is 
married and has five children. 


ing. His sense of well being had improved re- 
markably. 


Heart Failure Associated 
with Hyperthyroidism 

CASE 1. Mrs. L.B., 44-year-old, colored female, 
was seen by me on January 27, 1953, in an ex- 
tremely agitated acutely ill state. She was 
dyspneic and fibrillating, with a temperature of 
105°. There was evidence of chronic pulmonary 
congestion and lower leg edema. Examination of 
the neck revealed uniform enlargement of the 
thyroid gland. There was moderate exophthalmos. 
She was hospitalized at St. Joseph’s Infirmary on 
January 27, 1953. A fasting blood sugar was 
reported as 38 mg. B.M.R. was +35. Adequate 
fluids were given and the patient was placed on 
propylthiouracil. 

Three days later this patient developed jaun- 
dice, and the antithyroid drug was discontinued. 
Arrangements were made to transfer this acutely 
ill female to the Louisville General Hospital, 
where, under the direction of the Radioisotope 
Department of the University of Louisville 
School of Medicine, more definitive studies could 
be made. This was done on February 9, 1953. 
Following several days of medical supportive 
care, an uptake study was done on March 6, 1953. 
This was reported as 51 per cent. This patient, 
unfortunately, was difficult to follow and did not 
return until May 19, 1953, at which time she was 
treated with 10 mcg. of I’. She again disap- 
peared and was seen next in January, 1956, with 
the interesting story that following her disap- 
pearance shé had gone out of town and had been 
confined in a mental institution for nine months. 
On January 9, 1956, studies at the Radioisotope 
Department, University of Louisville School of 
Medicine, revealed the following: uptake 78 per 
cent, urinary excretion 5 per cent. She was treat- 
ed with radioactive iodine, 10 meg. on January 
24, 1956, and June 29, 1956. On February 25, 
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The Unpredictable Thyroid 


1957, uptake was 18 per cent and urinary excre- 
tion was 45 per cent. The patient is now well and 
fully rehabilitated. 


Excessive Uterine Bleeding Associated 
with Hyperthyroidism 


CASE: 1. Mrs. A.M., age 27, white female, was 
first seen by me on August 28, 1956, at a local 
hospital with the history of excessive uterine 
bleeding. The patient stated that her last men- 
strual period was July 9, 1956. This episode of 
bleeding began August 25, 1956. She believed 
she was pregnant and thought she was aborting. 
She denied abdominal cramping. Examination 
revealed a nervous, agitated, white female with a 
wide stare. Examination of the heart revealed a 
tachycardia. A soft apical systolic murmur was 
detected. (The patient had had rheumatic fever 
at age 9.) The right lobe of the thyroid was 


moderately enlarged. Pelvic examination re- 
vealed a small amount of blood in the vaginal 
vault. The cervix was not dilated. The uterus was 
small and firm. Laboratory analysis of thyroid 
function revealed a +45 B.M.R. and a P.B.I. of 
11.5 meg. She was placed on propyithiouracil in 
gradually increasing dosage to a maximum of 400 
mg. daily, with excellent response. On December 
4, 1956, a thyroidectomy was performed with ex- 
cellent postoperative course. This patient is now 
rehabilitated, no longer has a tachycardia, and 
has had no further menstrual difficulties. 


Summary 


These cases illustrate the importance of a 
careful history and the need to include a thyroid 
work-up if there is only the faintest suspicion 
that there might be derangement in thyroid 
function. 


Penicillinase Sensitivity 


IT HAS BEEN PROPOSED that penicillinase has a 
definite place in the treatment of penicillin reac- 
tions. It is a protein with a molecular weight of 
about 50,000, that acts by catalyzing the hydroly- 
sis of the lactum ring of penicillin to penicilloic 
acid. This latter substance is devoid of anti- 
bacterial activity. Penicillinase rapidly lowers 
circulating penicillin to nondetectable levels. 
However, it is antigenic in its own right. Ex- 
perimental studies have revealed the rapid stimu- 
lation of “‘antipenicillinase” activity in the blood 
of guinea pigs. 

Weiss and Crepea treated eight patients with 
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penicillin reactions with peniillinase, 800,000 
units intramuscularly, one injection. The effect 
on the penicillin reaction varied from excellent 
to no effect. Two patients had chills and fever re- 
lated to the penicillinase injection. Skin test 
studies with penicillinase were completely nega- 
tive in all patients before the treatment dose. 
Two weeks or more afterwards, four of the eight 
patients had developed definitely positive skin 
sensitivity. The accumulated evidence is now 
that sensitizing antibodies are produced readily 
in both animals and humans. These data suggest 
caution in the use of penicillinase, since the re- 
peated injection of the drug could conceivably 
result in serious anaphylactic reactions. (. 
Allergy, 30:337, 1959.) 
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Pleuroperitoneal 
Diaphragmatic Hernia 
in Infancy 


SOL KATZ, M.D. 
Associate Editor, GP 


DIAPHRAGMATIC hernias describe those situations 
in which abdominal organs enter the thoracic 
cavity through openings in the diaphragm. The 
defect in the diaphragm may result from trauma, 
weakness of naturally occurring apertures or 
congenital defects. Diaphragmatic hernias in 
infancy most commonly occur through openings 
due to faulty development varying from the com- 
plete absence of one or both leaflets to small 
holes in the fibrous or muscular portions. 

The largest group of diaphragmatic hernias in 
infancy are pleuroperitoneal hernias which occur 
through a defect in the posterolateral portion of 
the diaphragm (foramen of Bochdalek). The free 
communication between the pleural and peri- 
toneal cavity may permit ready access of solid 
viscera (spleen, kidney, liver) or stomach and 
intestines into the pleural cavity. 

These structures may occupy the entire hemo- 
thorax and cause compression of the lung and 
displacement of the heart and mediastinum to 
the contralateral side. Cardiorespiratory failure, 
especially in the newborn period, may result in a 
high mortality in untreated patients. In older 
children strangulation of the bowel is a more 
frequent consequence. 

The roentgen manifestations reveal many areas 
of radiolucency in the thorax representing air- 
filled loops of intestines. Large intestinal haustra- 
tions may be identified. Multiple fluid levels may 
be present. The heart and mediastinal structures 
are shifted to the opposite side. The diaphragm 
on the involved side is not visible, or only a 
portion of it is seen. A striking diminution in the 
amount of intestinal gas in the abdomen is a 
useful sign. It is apparent that these roentgen 
patterns may suggest a cystic lung, lung abscess 
or hydropneumothorax. It is common to see 
variations in the position and number of the 
radiolucencies as well as the size of the hernia 
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FIGURE 1. Right-sided pleuroperitoneal hernia showing opacifi- 
cation and radiolucencies extending to the dome of the thorax. 


FIGURE 2. Film made several hours later reveals an alteration 
in the gaseous distribution. 


FIGURE 3. Barium-filled bowel as well as air-filled bowel can 
be seen in the right hemothoraz. 


from hour to hour. The upright position may 
change the contents of the hernia. The ingestion 
of radiopaque material is sometimes necessary 
for precise diagnosis, especially in the absence of 
gas in the bowel. 
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Each year members of a different well-known medical faculty 
prepare articles for this regular GP department. 
This is the sixth of twelve from Cornell University. 


The Malabsorption Syndrome 


SIGNS AND SYMPTOMS [ 


Diarrhea 


Weakness 


Edema 
Lassitude 

_ Weight Loss 
Poor Appetite 


Protuberant Abdomen 


Pallor 
Bleeding Tendencies 


| Paresthesias 
Muscle Cramps 
Sealing Skin 


| Bone Pain 
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Department of Medicine 
New York Hospital— Cornell Medical Center 
New York, New York 


DURING the past several years there has been an 
increasing study of patients with impaired ab- 
sorption from the small bowel. The clinical state 
associated with this enteric defect has been la- 
beled the malabsorption syndrome. Its spectrum 
of clinical signs and symptoms is wide and in- 
cludes diarrhea, weakness, edema, lassitude, 
weight loss, poor appetite, protuberant abdomen, 
pallor, bleeding tendencies, paresthesias, muscle 
cramps, scaling skin and bone pain. These mani- 
festations may be subtle or overwhelming, and 
the duration of disability may vary from weeks to 
decades. 


Pathophysiology 


Figure 1 is a schematic representation of the 
pathophysiology of this syndrome. Regardless of 
intensity and duration, the sine qua non of the 
syndrome is steatorrhea, which may result in 
weight loss, anorexia, flatulence and varying de- 
grees of abdominal distention. The stools are light 
(yellow or gray), mushy, greasy, foul and fre- 
quently “float.” There is no correlation between 
the number of stools and the degree of absorptive 
defect or the severity of the illness. Associated, of 
course, are evidences of failure to absorb the fat- 
soluble vitamins A, D and K. The skin may be 
dry and scaly with hyperkeratosis follicularis. 
Night blindness, however, is rare. 

; Failure of normal vitamin D absorption, essen- 
tial for maintenance of blood calcium, combined 


GP _ December 1959 


Diagnosis and Treatment of Malabsorptive States 


DAVID H. LAW, m.D., GORDON D. BENSON, M.D. AND MARVIN H. SLEISENGER, M.D. 


Practical Therapeutics 


with abnormal loss of calcium as soaps in the 
stool, leads to hypocalcemia. This stimulates 
parathyroid activity in an attempt to support the 
level of blood calcium. As a result, less calcium is 
available for deposition in bone, and ‘osteomalacia 
results. 

In addition, impaired protein metabolism, as 
reflected by decrease in body protein stores and 
diminution of serum proteins, results in decreased 
formation of bone matrix, osteoporosis, which 
further contributes to the weakening of the 
skeletal system. Bone pain is common, and 
fractures, particularly of the spine and ribs, may 
occur. These complaints may constitute the most 
striking and troublesome feature of the illness 
and, unless the nature of the underlying disorder 
is suspected, cannot properly be treated. The fol- 
lowing case history is an example of this compli- 
cation in a patient with nontropical sprue: 

CASE 1. (L. C.) A 67-year-old housewife was 
admitted to The New York Hospital because of 
“fncreasing pain in my bones.” For a period of 
four or five years, the patient noted progressive 
discomfort of the rib cage, back and legs, par- 
ticularly with motion and weight bearing. During 
this time she sustained a rib fracture resulting 


‘from a caress by her spouse. Previous medical, 


endocrinologic and neurologic consultants found 
generalized skeletal demineralization, but thought 
that the pain was due to myositis. During this 
time she lost 30 pounds. 

Past history revealed that since the delivery of 
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Diagnosis and Treatment 
of Malabsorptive States 


FIGURE 1. Pathophysiology of malabsorption syndrome. 
(Taken from Volweiler, W., “Gastrointestinal Malabsorptive 
Syndromes,” AM. J: MED., 23-250, 1957, by permission of 
the author and the Yorke Publishing Company. 
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her only child 38 years before, she had had inter- 
mittent but frequent episodes of diarrhea char- 
acterized by light-colored, bulky, frothy and 
malodorous stools. These bouts were associated 
with glossitis, anorexia and some weight loss. 

Pertinent physical findings included a moder- 
ate degree of emaciation, dry skin, kyphosis and 
a protuberant abdomen with visible peristalsis, 
but with no palpable masses. 

Laboratory data: Hemoglobin 11.8 Gm.; RBC 
3.2 million; WBC 7,500; serum carotene 0.009 
mg. (normal 0.06—0.4 mg. per 100 ml.); flat oral 
glucose tolerance curve; prothrombin time 16.6 
seconds (control 12.9); alkaline phosphatase 12.0 
Bodansky units; calcium 8.9 mg. per 100 ml.; ab- 
sorption of vitamin B.: (Schilling test) was nor- 
mal. As measured by triolein I", she excreted 
49.7 per cent of ingested fat in her stools (normal 
5 per cent). Upper gastrointestinal series revealed 
disturbed motor pattern of the small bowel. 
Skeletal x-rays demonstrated a marked deminer- 
alization of dorsal spine and thorax. 

Comment. This elderly lady’s presenting com- 
plaint was referable to her skeletal system and 
was due to osteomalacia associated with a chronic 
but intermittent steatorrhea of 38 years’ duration. 
Significantly, she was not greatly trou -ed by her 
periods of abnormal bowel habit. 

Failure of normal absorption of vitamin K re- 
sults in deficient prothrombin production which 
in turn results in easy bruising and ecchymoses. 
Occasionally, the coagulation defect may be so 
severe that bleeding is the major symptom. Here 
is an illustrative example of such a course of 
events in another woman who had nontropical 
sprue: 

CASE 2. (A. H.) This 41-year-old married woman 
was seen at The New York Hospital for the first 
time on January 30, 1950, because of diarrhea of 
five years’ duration. 

Seven and a half years ago this patient had a 
three-month period of occasional postprandial 
epigastrie discomfort and rare vomiting. Four 
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and three-quarter years before entry, she had 


acute, right lower quadrant pain for which ap- +. 


pendectomy was performed with removal of an 
“obstructed” but uninflamed appendix. Three 
months later she developed the sudden onset of 
diarrhea, with four or five light, offensive, foamy 
stools daily. Anemia was found, which responded 
to oral iron and injections of crude liver. Chronic 
diarrhea ceased, but the stools remained soft and 
slightly bulky; on occasion they were very loose. 
One and a half years prior to being seen at The 
New York Hospital, marked diarrhea again ap- 
peared with six to 15 movements of the type 
previously experienced. She lost 15 pounds. 

After one year of this disability she entered 
another hospital for treatment of extensive ecchy- 
moses of both arms and legs and severe gingival 
bleeding. At this time her prothrombin time was 
found to be 100 seconds (undiluted). Response to 
parenteral vitamin K was rapid and complete, 
and there was no further bleeding. Marked in- 
crease in stool fat was noted, but the patient’s 
discharge diagnosis was ‘‘hypoprothrombinemia 
secondary to dietary deficiency.” 

When interviewed and examined at The New 


_York Hospital, her blood pressure was 100/70, 


she was underweight and had a distended ab- 
domen. Extensive investigation revealed steator- 
rhea, hypocalcemia, hypoalbuminemia, hypopro- 
thrombinemia, elevated serum alkaline phos- 
phatase, flat oral glucose tolerance test, and a 
small bowel x-ray study compatible with non- 
tropical sprue. 

Comment. The symptom of this young woman’s 
chronic illness that impelled her to seek hospital- 


ization was abnormal bleeding, the cause for 


which was found to be hypoprothrombinemia; 
however, the basis for this abnormality was not 
realized initially, perhaps because diarrhea was 
intermittent. 

Such patients also suffer from impaired protein 
metabolism, manifested principally by loss of 
muscle mass, hypoalbuminemia, and as men- 
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Diagnosis and Treatment 
of Malabsorptive States 


TABLE 1. 


Laboratory Tests Commonly Employed 
to Study Absorption 


SERUM: 
Albumin 
Carotene 
Calcium 
Cholesterol 
Potassium 
PLASMA: 
Prothrombin time 
TOLERANCE TESTS: 
D-xylose 
(25 Gm. p.o.) 


Glucose (100 
Gm. p.o.) 


Vitamin A 
(.22 Gm./kg. of 
oily vitamin A 
which contains 
60,000 units/ 
Gm.) 

STOOL FAT: 

Chemical deter- 
mination (on 
100 Gm. fat 
daily) 

triolein 
(3-day 
collection) 

oleic acid 
(3-day 
collection) 

MISCELLANEOUS: 
5-hydroxyindol- 
acetic acid 
(urinary 
excretion) 


Normal Values 


Malabsorption 
Syndrome 


4.0-5.2 Gm.% 
0.06—0.4 mg./100 ml. 
9.0-10.5 mg./100 ml. 
150-250 mg./100 ml. 
3.5-4.7 mEq./l. 


Control value 


Urinary excretion of 
4 Gm. or greater 
per 5 hours 

35 mg. rise over 
fasting plasma level 


A rise of at least 50 
May units at 3-8 
hours 


5 Gm./24 hr. 


1.7-5.5 mg./24 hr. 


Diminished 
Diminished 
Diminished 
Diminished 
Diminished 


Elevated 


Diminished (normal 
in pancreatic 
insufficiency) 

“Flat curve” 
(diabetic curve in 
pancreatic in- 
sufficiency) 

“Flat curve”’ 


9-20 mg. in non- 
tropical sprue 30- 
600 mg. in meta- 
static carcinoid 
syndrome. 


tioned, osteoporosis. The deficiency in serum 
albumin is certainly due in part to decreased in- 
take of protein and to excess excretion of nitrogen 
in the stool. It is often severe enough to cause 
edema. 

Frequently there is anemia. Depending on the 
underlying process, this may be due to iron de- 
ficiency, failure to absorb vitamin By, or to an 
abnormality in folic acid metabolism. Regardless 
of the basis for anemia, the patients complain of 
fatigability, dyspnea and lassitude. If there is 
megaloblastic anemia, glossitis and the symptoms 
of peripheral neuritis may be encountered. Rare- 
ly, deficiency of vitamin B,. may lead to subacute 
combined degeneration of the spinal cord. 

Failure to absorb carbohydrate usually con- 
tributes significantly to the distention and flatul- 
ence from which these patients suffer. Nocturia, 
in part due to a delay in diurnal absorption of wa- 
ter, may be an occasional complaint. 

Vitamin B-complex deficiencies may occur, 
partly the result both of poor intake and diarrhea. 
Thus, parasthesias, hypesthesias, cheilosis and 
increased pigmentation of the exposed skin all 
may appear. 

The specific disorders which produce the mal- 


~ absorption syndrome are listed in Figure 2. While 


in most instances not all parameters of absorption 
are abnormal, it is important to study each in or- 
der to ascertain the extent of abnormality for the 
various substances. Thus, reduction of fasting 
carotene and cholesterol reflects a state of deficient 
fat absorption which, of course, is more accurately 
ascertained by the finding of an abnormal excre- 
tion of fecal fat, either by chemical means or by 
an isotopic technique utilizing triolein I''. Oral 
glucose tolerance test, usually low or flat, reveals 
the altered state of carbohydrate absorption; 
likewise, d-xylose absorption is impaired as evi- 
denced by a decreased urinary excretion of this 
sugar after its ingestion. Low serum calcium and 
elevated prothrombin time reflect malabsorption 
of vitamins D and K. Decreased serum albumin 's 
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Causes of the 
Malabsorption Syndrome 


1. Inadequate Digestion 
Stomach Resection 
Pancreatic Insufficiency 
Biliary Obstruction 


Inadequate Absorptive Surface 
Jejunal Exclusion 
Gastroileostomy 

Large Fistulas 

Massive Resection 


Diseases of Intestinal Wall 
Heojejunitis 

Scleroderma 

Amyloidosis 

Mesenteric Vascular Insufficiency 
Radiation Injury 


Lymphatic Obstruction 
Lymphoma* 

Whipple’s Disease* 

Tuberculosis (Tabes Mesenterica*) 


Altered Bacterial Flora 
Blind Loops 

Multiple Jejunal Diverticuli 
Multiple Strictures 

Small Fistulas 

Neomycin Therapy 
Biochemical Abnormality 
Celiac Disease 
Nontropical Sprue 
Tropical Sprue 
Miscellaneous 

Chronic Diarrheal States 


Carcinoid Syndrome 
Diabetes Mellitus 


%These disorders also involve the intestinal wall. 


FIGURE 2. Causes of the malabsorption syndrome. 


symbolic of the state of poor protein nutrition. 
Low serum iron or vitamin By, levels help explain 
the type of anemia which may be found. In the 
instance of prolonged vitamin B, or folic acid 
deficiency, there will be a megaloblastosis of the 
bone marrow. 

Radiographic studies may be helpful. Upper 
gastrointestinal series with small bowel examina- 
tion will reveal a disorde otor pattern, char- 
acterized by inconstant dilatation, puddling, 
moulage, segmentation and edema of the folds. 
These changes are not specific for the underlying 
disorder. Occasionally, however, there may be 
evidence of a specific disease or anatomic abnor- 
mality such as ileojejunitis, scleroderma, fistula, 
etc. X-ray survey of the skeletal system will often 
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reveal diminished bone density due, as stated, to 
both osteomalacia and osteoporosis. 

In the past several years, suction biopsies of 
the upper jejunal mucosa have been obtained, 
using one of several special tubes which are passed 
orally into the upper small intestine. According 
to the type of instrument, single or multiple 
specimens may be obtained. The risk is slight, 
although rarely minor bleeding has occurred. The 
major precaution is that prothrombin time be 
normal or less than two seconds elevated over 
control before the procedure is carried out. It 
appears that diagnosis of at least several diseases 
connected with malabsorption, particularly non- 
tropical sprue, ileojejunitis and Whipple’s dis- 
ease, can be made in this manner. 


1m 
ren 2 | | 
use 
: 
the 
} | 5. 
re 
ute AC 
IX 
on- 
ind 
all | | 
nile 
jon 
or- 
the 
‘ing | 
ent 
by 
pals 
ion; | 
evi- 
this 
and 
tion 
m is 
147 
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of Malabsorptive States 


TABLE 2. 


Diagnostic Value of C.°— 
Vitamin B,, Absorption Studies 


Megaloblastic Anemia Associated With: 


Pernicious 
Anemia and 
Total Nontropical Blind Loop 
Gastrectomy Sprue Syndrome 
... Absorption ... 
Vitamin B,, Low Low-Normal Low 
Low 
Vitamin By. Normal No Change No Change 
Intrinsic Factor 
Vitamin B,. Low No Cuange Normal 
after Antibiotics 
Vitamin B,, after Normal Low 
gluten-gliadin 
free diet 
4 
Differential Diagnosis 


A carefully detailed history and physical 
examination, with special attention to all previ- 
ous illnesses, particularly to those in childhood, 
and to surgical procedures, will frequently nar- 
row the diagnostic possibilities of the malabsorp- 
tive syndrome to two or three. Since the different 
entities which produce this syndrome present 
special problems in medical and surgical therapy, 
a classification of the mechanisms as presented in 
Figure 2 may be useful. The laboratory tests 
which help to explain the various signs and 
symptoms of any given patient are listed in Table 
1. The performance of these tests periodically is 
extremely useful in evaluating the response to 
therapy and prognosis. Although demonstration 
of steatorrhea is essential in the diagnosis of the 
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malabsorptive syndrome, neither this finding nor 


other measurements which reflect deficient ab- 


sorption of fat, vitamins, etce., will indicate the 


nature of the underlying process. 


1. INADEQUATE MIXING OR DIGESTION 


Stomach. Occasionally the malabsorption syn- 
drome follows gastrectomy, particularly total re- 
moval of the stomach. 

Steatorrhea is usually mild. Postgastrectomy 
malnutrition and weight loss are more often 
related to decreased caloric intake, partly a 
consequence of the “dumping syndrome,” than 
to altered digestion and absorption. When 
moderate to severe steatorrhea occurs, it is proba- 
bly on the basis of diminished reservoir function 
of the stomach, which is associated with rapid 
transit of the intestinal contents and incomplete 
mixture of the ingested food with the bile and 
pancreatic juices. The role of anacidity is un- 
certain, but is under evaluation currently. 

Pancreas. Inadequate digestion owing to insuf- 
ficiency of pancreatic enzymes may lead to severe 
degrees of steatorrhea. Several conditions may 
give rise to this-syndrome and the differential 
diagnosis can frequently be made clinically. 

Cystic Fibrosis of the Pancreas. This disease, 


part of a generalized exocrinopathy, is a heredi- 


tary disease of childhood which manifests the 
symptoms of pancreatic insufficiency; i.e., foul 
diarrhea, weight loss and protuberant abdomen. 
Also, there are frequent pulmonary infections 
associated with bullous and fibrotic lung disease. 

The diagnosis of the generalized disorder de- 
pends upon the finding of increased concentration 
of sodium and chloride in sweat or saliva. These 
determinations are especially valuable since they 
may be performed as office procedures. The 
patient places the palm of his hand on an agar 
disk impregnated with silver nitrate. Silvering of 
the plate at the site of contact, owing to a high 
chloride content of the sweat, indicates that the 
test is positive. 
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While the combination of a positive test with 
compatible symptoms is presumptive evidence of 
pancreatic insufficiency, definitive diagnosis can 
only be made by ascertainment of diminished 
enzyme secretion following intravenous secretin 
stimulation. In the preantibiotic era it was un- 
usual for these patients to survive childhood; 
today, many of them reach adolescence and even 
adulthood. In addition, there is the “forme 
fruste’” of the disorder, not obvious until late 
adolescence and in which diagnosis by the agar 
plate method is especially valuable. 

Chronic Pancreatitis. Steatorrhea is a late 
manifestation of this condition, and when it 
appears, the diagnosis is usually well established. 
Ninety per cent of these patients will have suf- 
fered recurrent episodes of upper abdominal 
pain, frequently radiating to the back, with 
nausea, vomiting and abdominal tenderness. 
These recurrent attacks of acute pancreatitis are 
usually associated either with calculous biliary 
tract disease or excessive alcoholic intake. An 
important finding in this group may be diabetes 
mellitus, which is not associated with any other 
nonpancreatic cause of malabsorption. 

Pertinent laboratory data include elevation of 
serum amylase and lipase and of urinary amylase 
during the episodes of pain, although these 
changes may nox be seen when damage to the 
organ is far advanced. Other common findings 
are a diabetic cral glucose tolerance test and 
calcification of the pancreas, which is noted on 
X-ray examination. Diagnosis is established when 
duodenal intubation reveals subnormal volume 
of pancreatic juice containing diminished amounts 
of bicarbonate, trypsin and amylase following in- 
travenous administration of 100 units of secretin. 
There is normal absorption of I! oleic acid but 
not of I triolein, indicating a disturbance of 
digestion (lipolysis). An analogous finding for 
carbohydrate digestion is the lack of rise of 
Plasma glucose after the oral administration of 
starch, owing to failure of hydrolysis. 
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FIGURE 3. Suction biopsies of the jejunal mucosa. A. Normal: 
Note the fine, fingerlike villi, tall columnar epithelial cells and 
regularity of nuclei. B. Nontropical sprue: Note the clubbing 
and fusion of the villi, shortening of the cotumnar epithelial 
cells with irregular placement of the nuclei, edema and 
cellular infiltrate of the submucosa, 


Carcinoma of the Pancreas. This disease may 
cause pancreatic insufficiency, either by diffusely 
destroying the gland or by obstructing its main 
duct. Upper abdominal pain, often severe and 
with radiation to the back, precedes malabsorp- 
tion in the majority of these patients. Physical 
examination is frequently negative, but there 
may be an epigastric mass or jaundice. Upper 
gastrointestinal series occasionally may show 
either invasion or displacement of the stomach 
or duodenum; unfortunately, this evidence of 
growth is a late finding. Deficient insulin produc- 
tion, reflected by frank diabetes mellitus or fast- 
ing hyperglycemia or a diabetic glucose tolerance 
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Diagnosis and Treatment 
of Malabsorptive States 


curve, further suggests the diagnosis. Serum 
amylase only rarely is elevated. 

The course is rapidly progressive with marked 
weight loss due to severe anorexia in addition to 
malabsorption. In most instances the diagnosis 
can be made early only by exploratory laparot- 
omy. A similar syndrome with a slower course, 
far less pain, earlier and more frequent jaundice, 
and a higher incidence of occult bleeding may be 
caused by carcinoma of the ampulla of Vater. In 
both these conditions cytologic studies of an 
aspirate from the second part of the duodenum 
may show evidence of malignancy; however, the 
difficulty of the procedure and the number of 
false negative results make it unsatisfactory for 
general use. 

Pancreatectomy. Surgical extirpation of most or 
all of the gland in treatment of pancreatic dis- 
orders, or as a concomitant of radical duodenal 
resection, is followed by pancreatic insufficiency. 

Biliary Tract. Steatorrhea due to bile insuffi- 
cient for proper digestion occurs in patients with 
prolonged bile duct obstruction or primary biliary 
cirrhosis. Patients with biliary fistulas may not be 
icteric, but the diagnosis is obvious from physical 
examination or history of previous surgical pro- 
cedures. 


2. INADEQUATE ABSORPTIVE SURFACE 


Jejunal Exclusion. This condition may lead to 
severe degrees of steatorrhea and malnutrition. 
The most widely recognized cause is an inad- 
vertent gastroileostomy performed with subtotal 
gastrectomy. The history often gives strong 
indication of the diagnosis, for the symptoms 
begin abruptly with the initiation of oral feedings 
postoperatively and continue unabated until 
the condition is corrected surgically. Undigested 
food may be seen in the feces, and there may be 
rectal irritation due to the strongly acid fecal 
contents. Radiographic examination of the stom- 
ach and small bowel shows a rapid passage of the 
barium meal from the gastric remnant into the 
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colon via a short segment of ileum. There is no 
visualization of the jejunum. 

Large fistulas, between the upper and lower 
digestive tract, which by-pass a long segment of 
small bowel, may also produce malabsorption. 
These abnormal communications are demon- 
strable by barium x-ray techniques. They are 
usually caused by perforation of an intestinal 
tumor and, occasionally, of a marginal ulcer of 
the jejunum into the colon. More often, however, 
the latter type of fistula is small and causes 
steatorrhea by a different mechanism (vide infra). 

Massive resections of the small bowel produce a 
significant deficiency of mucosal surface. This 
operation is being performed more frequently asa 
result of the more aggressive surgical treatment 
of vascular and neoplastic diseases in the aging 
population. Adequate nutrition can be main- 
tained with as little as 100 cm. of small intestine, 
provided there is no disease of this segment. 
Individuals with malabsorption syndrome fol- 
lowing small bowel resection must be evaluated 
carefully for associated conditions which may be 
compounding the defects in absorption due to the 
resection itself. Such is the case when a “blind 
loop” of bowel has been left in situ or when the 
resection has been done for a diffuse disease of the 
intestinal wall such as ileojejunitis which affects 
the remaining intestine. 


3. DISEASES OF THE INTESTINAL WALL 


Included in this group are the infiltrative and 
inflammatory disorders of the intestine which are 
associated with steatorrhea. Several of these, 
listed in Figure 2, in which there is more than 
one cause for malabsorption, will be discussed in 
a later section. 

Ileojejunitis. This disorder may be complicated 
by varying degrees of malabsorption. Diffuse 
involvement of the small bowel mucosa may be 
associated with a clinical picture much like that 
of nontropical sprue. The diagnosis should be 
suspected when there is intermittent or col- 
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TABLE 3. 

Representative Dosages for Agents Used 
in Management of Patients 

with the Malabsorption Syndrome 


1. CALCIUM 


tinuous fever, arthritis, uveitis, erythema nodo- 
sum or cramping periumbilical or right lower 
quadrant abdominal pain. There is also elevation 
of erythrocyte sedimentation rate, serum mucoids 
and fibrinogen. Occasionally there may be eosin- 
ophilia. Other causes for steatorrhea in this 
disease are entero-enteric fistulas and multiple 
intestinal strictures (vide infra). Careful x-ray 
examination of the small bowel by means of a 
barium meal will frequently show either fistulas 
or narrowed, rigid segments of intestine, occa- 
sionally with dilatation of the bowel immediately 
proximal. However, when the disease is diffuse, 
there may be only nonspecific coarsening of the 
folds and alteration of the normal motility. 

Scleroderma. Only rarely is this disorder asso- 
ciated with a malabsorptive state. When it is, the 
prognosis is poor and death follows rapidly. The 
typical skin and joint manifestations of the dis- 
ease may be minimal in some of these individuals, 
but frequently there is dysphagia and, almost 
always, an altered esophageal motility with ab- 
sence of impairment of peristalsis demonstrable 
by fluoroscopic examination or by special mano- 
metric studies. Dysphagia may be increased by 
spasm or stricture due to reflux esophagitis, which 
is associated with a great deal of substernal dis- 
tress. In addition, people with this disease may 
have episodic vomiting, abdominal distention and 
diarrhea with crampy epigastric or periumbilical 
pains due to motor abnormalities of the stomach 
and small bowel. The other nonspecific signs and 
symptoms of the connective tissue disorders such 
as fever, arthritis, reticular pulmonary infiltrates 
and mild anemia are also frequently seen. Small 
bowel series in these instances will demonstrate 
dilatation, puddling of the barium and altered 
motility, particularly of the second and third 
parts of the duodenum. Skin biopsy frequently 
substantiates the clinical diagnosis of progressive 
systemic sclerosis. 

A myloidosis. Either the primary or secondary 
form of this disorder may affect the gastrointes- 
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Oral—Calcium gluconate (91 mg. Ca++/Gm.) 1-5 Gm. 
three times daily. 

Intravenous—Calcium gluconate injection, U.S.P. 10% solu- 
tion (9.1 mg. Ca++/ml.) 10-30 ml. administered slowly 
intravenously depending upon response. 


- IRON 


Oral— Ferrous gluconate 0.6 Gm. three times daily. 

Intramuscular—(Imferon). Must be calculated according to 
severity of anemia. Detailed instructions accompany 
preparation. 


. FAT-SOLUBLE VITAMINS 


a. Vitamin A 

Oleovitamin A capsules, U.S.P. (25,000 units per capsule) 
100,000-200,000 units daily in severe deficiencies; main- 
tenance: 25,000—50,000 units daily. 

. Vitamin D 
Synthetic Oleovitamin D, U.S.P. (10,000 U.S.P. units 
vitamin D/Gm.). 30,000 units daily; increase dosage as neces- 
sary to raise serum calcium to normal. Dosage varies con- 
siderably depending on response as determined by level of 
serum calcium and urinary calcium. 

. Combination A and D Vitamins ; 
Concentrated oleovitamins A and D, U.S.P. (50,000—65,000 
U.S.P. A units and 10,000-13,000 U.S.P. D units/Gm.) may 
be used rather than separate preparations. 

. Vitamin K 
Oral—Menadione, U.S.P. 4-12 mg. daily. Vitamin K, tablets 
(Mephyton) 5-10 mg. daily. 
Intravenous— (bleeding episodes—acute situations). Vitamin 
K, (Mephyton) 50 mg. ampul. Administer 50 mg. slowly over 
10-minute period. Repeat in 8-12 hours if prothrombin time 
has not returned to normal. 


. FOLIC ACID, U.S.P. (5 mg. tablets) 


Dose: Initial—10-20 mg. daily 
Maintenance— 5-10 mg. daily 


. VITAMIN B,; INJECTION, U.S.P. (15 meg./ml.) 


Dose: Initial—30-60 meg. daily for 2-3 weeks. 
Maintenance—30-100 mcg. monthly. 
If combined system disease is present, a more intensive pro- 
gram is indicated. 


. VITAMIN-B COMPLEX 


Any multivitamin preparation which contains daily require- 
ments (thiamine 1.6 mg., riboflavin 1.8 mg. and niacin 20 
mg.) Use 2 or 3 tablets daily. Intramuscular preparations 
are available for severe deficiencies. 


PANCREATIC SUPPLEMENTS 


Recently these agents have been shown to be more effective 
when given at 6-12 regular intervals during the day rather 
than being limited to mealtimes. 

1. Pancreatin, U.S.P. 6-18 Gm. daily in divided doses. 

2. Viokase, 4-12 Gm. daily in divided doses. 

Doses may be increased progressively until therapeutic effect 
is noted. 
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of Malabsorptive States 


tinal tract and cause malabsorption. Diffuse 
crampy pain and ileus are the most frequent ab- 
dominal symptoms. In secondary amyloidosis, 
the presence of a chronic inflammatory illness 
and hepatosplenomegaly suggest the diagnosis. 
Congo Red tests may show greater than 90 per 
cent retention of the injected material. In the 
primary form of the disease, cardiac failure, 
macroglossia and renal disease may be noted, but 
the Congo Red test is negative. Radiographically, 
amyloidosis manifests dilated loops of bowel, 
occasionally with thickened ileojejunal walls, and 
slow passage of the barium meal through the in- 
testines. The diagnosis is made by tissue study. 
Gingival or tongue biopsies are frequently posi- 
tive in primary amyloidosis, and liver biopsy, 
though hazardous, usually establishes the diag- 
nosis of secondary amyloidosis. Biopsy of the 
liver or bowel at laparotomy, however, may be 
necessary in some instances. 

Mesenteric Arterial Insufficiency. Recently the 
malabsorption syndrome has been ascribed to 
chronic mesenteric arterial insufficiency of the 
small bowel. With an aging population and better 
general medical care, it is expected that this 
entity will become more common. The clinical 
picture is a combination of the malabsorption 
syndrome and so-called “‘abdominal angina,” in 
which epigastric or periumbilical pain occurs sev- 
eral minutes to an hour after meals. Early in the 
course, the patient may obtain relief with nitro- 
glycerine and food restriction, but as the condi- 
tion progresses, the pain becomes more frequent, 
more severe and refractory to all medications. 
The patient may complain of intermittent diar- 
rhea and vomiting, and the stools may contain 
occult blood. X-ray studies of the small bowel are 
normal or, at most, demonstrate a nonspecific 
alteration of motility. The ischemia in these pa- 
tients usually progresses to frank infarction of the 
small bowel. If the diagnosis is suspected before 
this event occurs, aortography or exploratory 
laparotomy will reveal the atherosclerotic changes 
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of the arterial vasculature of the small intestine. 

Radiation Injury. A few patients who receive 
high dosage x-ray therapy to the abdomen will 
develop a malabsorption syndrome on the basis 
of radiation injury to the bowel. It is difficult to 
assess how much of the defect in absorption is 
due to arterial damage, mucosal inflammation or 
atrophy, or extension of the basic disease process 
for which therapy was given. 


4. LYMPHATIC OBSTRUCTION 


Lymphoma. The malabsorption syndrome see- 
ondary to lymphoma of the small bowel and 
mesentery may be identical, clinically and radio- 
graphically, to the classic picture of nontropical 
sprue. However, there are several features which 
suggest the correct diagnosis. In contrast to non- 
tropical sprue, the symptoms of this disease are 
likely to be of much shorter duration and to in- 
clude crampy abdominal pain and occasional 
fever. Lymphadenopathy and hepatosplenomeg- 
aly do not appear until late in the course. Al- 
though intraluminal small bowel masses may be 
present in some cases, the x-ray study of the in- 
testine generally does not reveal them. Unex- 
pectedly, the usual therapeutic measures, i.e., 
diet and vitamin By», may lead to a temporary 
clinical and laboratory remission. 

The diagnosis is usually established by lapa- 
rotomy necessitated by some complication of the 
underlying disease, such as bleeding, perforation 
or obstruction. The average duration of this ill- 
ness after onset of symptoms is 13 months, de- 
spite resection and x-radiation therapy. In some 
patients diagnosis may be made from jejunal 
tissue obtained by peroral biopsy instruments. 

Whipple’s Disease. Lipophagic intestinal gran- 
ulomatosis, in which there is a heavy infiltration 
of the intestinal wall and lymphatics by macro- 
phages filled with glycoprotein, is a generalized 
illness whose principal feature may be steatorrhea. 
It occurs almost exclusively in males, predoml- 
nantly in the fourth to seventh decades. 
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PRETREATMENT GLUTEN-GLIADIN FREE DIET POST-TREATMENT 


Weight (kg.) 39.4 
Stools 

Albumin (Gm. per cent) 

Prothrombin time (seconds) 

Calcium (mg. per cent) 

Serum carotene (mg. per cent) 


Glucose tolerance tests: 
Hours — FBS 
Blood level — 68 87 
(mg. per cent) 


Cholesterol (mg. per cent) 


37.1 


2-4 


37.4 


3334.3 45.6 


1 q.d. to 
q.0.d. 


Hours - FBS Y12 3 4 
Blood level — 86 101 103 88 83 72 
(mg. per cent) 


FIGURE 4. Response of patient (M.S.) treated with gluten- 
iliadin-free diet. A. Outline of clinical and laboratory improve- 
ment. B. Pretreatment radiographic examination .of small 
iiestine. Note presence of segmentation and flocculation of 
the buriwm meal. C. Post-treatment (six weeks) examination. 
There is now evidence of considerable improvement, but 
gener lized coarsening of the mucosal pattern remains. 
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Although it may be difficult to differentiate 
this entity from lymphoma, tuberculosis and 
other causes of lymphatic obstruction, there are 
several distinguishing symptoms. These include 
arthritis, polyserositis and postprandial pain. In- 
deed, arthritis is frequently the initial complaint. 
When gastrointestinal symptoms occur, the dis- 
ease usually progresses rapidly. Physical findings 
which suggest this disorder include lymphade- 
nopathy, found in 40 per cent of these patients, 
and the various manifestations of polyserositis. 
Fever is rare. Indefinite plastic or doughy ab- 
dominal masses have been described in approxi- 
mately one-quarter of the patients. The most 
consistent findings in the routine laboratory 
studies are anemia and an increased sedimenta- 
tion rate; eosinophilia is occasionally present. 
X-ray study of the small bowel is nonspecific, 
usually showing a “spruelike pattern.” 

The diagnosis can be verified pathologically 
either by peripheral lymph node biopsy or, when 
this is negative, by biopsy of a mesenteric lymph 
node at laparotomy. Recently diagnosis has been 
established by identification of lipophagic macro- 
phages in jejunal biopsy specimens obtained by 
the peroral biopsy instrument. 

Tuberculosis. Tuberculosis may result in a mal- 
absorption syndrome through involvement of 
the mesenteric lymph nodes, although in some 
cases there may be associated disease of the in- 
testinal wall. It is extremely rare in the United 
States, and it occurs almost always in individuals 
with a history of severe pulmonary or cervical 
lymph node tuberculosis. 

Fever, palpable abdominal masses, a positive 
tuberculin skin test, and abdominal calcification 
on flat film all suggest the diagnosis which may be 
confirmed by culture of sputum or gastric juice. 
Occasionally stool culture may be useful if these 
other fluids are sterile. X-ray studies are partic- 
ularly helpful when there is also deformity of the 
ileocecal segment due to hyperplastic lesions. 
Rarely, there may be diffuse small bowel abnor- 
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malities, such as coarsening of the folds, stricture 
formation and edema, which suggest ileojejunitis. 
At times exploratory laparotomy with node or 
bowel biujsy is necessary to diagnose the disease. 

Other Diseases. In addition to the diseases just 
discussed, several other conditions may rarely 
cause the malabsorption syndrome by lymphatic 
blockade. These include certain parasitic diseases, 
the reticuloendothelioses, metastatic tumor to 
the mesenteric nodes, and neoplastic invasion of 
the main lymphatic channels in the retroperi- 
toneal tissues. 


5. ALTERED BACTERIAL FLORA 


It is known that certain lesions or anatomic 
abnormalities of the bowel which produce stasis 
of the intestinal contents, cause malabsorption. 
These conditions include redundant or blind loops 
of bowel, multiple small bowel strictures and mul- 
tiple jejunal diverticulosis. Although patients with 
the latter two disorders do not have a blind loop 
of intestine, the clinical picture in these conditions 
has led to their inclusion in the “blind loop syn- 
drome.” These individuals may have steatorrhea 
and other evidences of malabsorption. Frequent- 
ly, there is megaloblastic anemia, indistinguish- 
able from pernicious anemia. Occasionally, inter- 
mittent diarrhea, cramping and _ periumbilical 
pain are distressing. Although the pathogenesis is 
still unknown, it seems clear that alteration of 
the bacterial flora in the upper intestine plays a 
significant role in the development of this syn- 
drome. 

The same phenomenon probably explains the 
malabsorptive syndrome associated with very 
small gastrocolic or gastrojejunocolic fistulas. In all 
of these conditions marked improvement of diar- 
rhea and steatorrhea is noted several days after 
oral administration of broad-spectrum antibiotics 
which act systemically. 

The basis for megaloglastic anemia may be dif- 
ferentiated from pernicious anemia by the finding 
of free acid in the gastric juice; however, in the 
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TABLE 4. 


Results of Treatment with Gluten-Gliadin-Free Diet in Nontropical Sprue 


Patient/Age 


1. M.F./40 
2. A.H./50 


L.G./27 
. A.G./57 
. J.H./53 
. S.A. /67 


R.C./44 
. N.P./29 


. $.W./33 


. K.V./58 


. L.C./68 


. G.F./37 


B.P./45 


C.0./45 
F.G./41 


S.R./56 


M.S./25 
. F.R./51 


. M.P./33 
/55 


. K.D./34 
. E.E./67 


B.0./50 
. B.B./62 


. J.P. /26 


Pretherapy 
Duration 
Sex of Sx (years) 


Weight 
in 
Pounds 


Comment 


F 37 
F 9 


F 


26 


F 8 (mos.) 


100 


Childhood celiac 
Voluntary caloric 
restriction 
Voluntary caloric 
restriction 


Severe osteomalacia 
with fractures 


Voluntary caloric 
restriction 

Severe osteomalacia 
with bone pain 
Childhood celiac 
Response in 36 hrs. 


Steroid therapy 
before diet 


Pretherapy frac- 
ture; continuous 
improvement 
Voluntary caloric 
restriction; child- 
hood celiac 
Voluntary caloric 
restriction; striking 
exacerbation off 
diet; brother had 
sprue 
Childhood celiac 
Voluntary caloric 
restriction 

Sister had sprue; 
voluntary caloric 
restriction 
Childhood celiac; 
response in 24 hrs. 
Exacerbations off 
diet; unreliable 
Responsein 48 hours 
Voluntary caloric 
restriction 
Prediet steroids 
ineffective 
Voluntary caloric 
restriction 

Rapid response 
Continuous 
improvement 


Childhood celiac 


*No recent weight recorded. 
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Weight Duration of 
in Dietotherapy 
Diarrhea Pounds (months) Diarrhea a 
2+-3+ 96 53 0 115 F 
3 | 8 3+ 84 68 0 124* pes 
4 F 2 1+-3+ 84 60 0 115 po 
: 5 M 5 3+ 150 60 0 190* 
or 
‘ F 18 2+ 99 33 0 144* ; 
st 
y i F 15 3+ 105 21 0 145* ? 
ie 8 F 6 (mos.) 38+ 102 10 0 137 ; 
| iim F 3 2+ 134 36 0 156 3 
to 10 F 12 2+-3+ 91 19 0 100 
of 
F 41 95 15 0 118* 

F 24-34 92 36 0 112 
ic | 
is 
| F 9 0 107 27 0 116 
ps 
th 
‘EE F 38 -2+-8+ 104 28 0 123 
ns f 
. 15 F 8 3+ 110 18 0 132* | 
ea 
F 28 8+ 94 16 0 111 
h- 
F 20 3+ 80 30 0 113* 
4 18 F 22 3+ 121 39 0 133* 

F 5 14-24 112 4 0 132* 

20 F 10 24+-8+ 99 7 0 114 
he 
- 21 F & 14-84 128 5 0 145 
all 
= 5. M 21 0 136 11 0 154 
ios , | M 2 3+ 160 6 0 175* 

24 F | 3+ 104 3 0 120 
if- 
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older age groups (seventh decade and above) 
histamine-fast achlorhydria due to gastric atro- 
‘phy, unrelated to pernicious anemia, is common. 
The nature of the anemia is then best ascertained 
by serial evaluations of vitamin By» absorption 
before and after administration of broad-spec- 
trum antibiotics, by determination of radioac- 
tivity in the urine, in stools or over the liver fol- 
lowing oral administration of cobalt-60 vitamin 
By. As noted in Table 2, the reversion to normal 
of vitamin By» absorption, after a three- to seven- 
day course of broad-spectrum antibiotics differ- 
entiates this group from pernicious anemia and 
nontropical sprue, conditions in which antibiotics 
do not increase vitamin B,. absorption. X-ray 
examination of the small bowel may show areas of 
stenosis or multiple jejunal diverticula, but only 
occasionally demonstrate small gastrocolic or 
gastrojejunal colic fistulas. Such fistulas are best 
revealed by barium enema x-ray study. “Blind 
loops” of bowel which result from surgery are 
rarely demonstrated radiographically. In this 
instance the history of previous intestinal opera- 
tions provides an important clue to diagnosis. 

Neomycin. Recently it has been reported that 
steatorrhea may occur with the administration of 
neomycin, 8 to 12 Gm. daily for seven to ten days. 
The cause of this phenomenon is unknown. It is 
thought to be related to changes in the bacterial 
flora of the intestine, although a local toxic effect 
on the mucosa, or metabolic alterations within 
the cells may play a role. That this drug will be 
responsible for chronic cases of the malabsorption 
syndrome is unlikely. However, neomycin may 
be implicated if symptoms of malabsorption dur- 
ing its administration remit after cessation of 
therapy. 


6. BIOCHEMICAL ABNORMALITIES 


Nontropical Sprue. The most important cause 
of chronic malabsorption syndrome in the con- 
tinental United States is nontropical sprue (gluten 
enteropathy or adult celiac disease). Of patients 
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in this group, as high as 25 per cent may have a 
history of diarrhea_or steatorrhea in childhood, 
suggestive of celiac disease, and 20 per cent Have 
a family history of this disorder. Commonly the 
symptoms of celiac syndrome disappear in later 
childhood and in adolescence, despite continued 
malabsorption. Although that clinical remission 
may be permanent, the classical clinical features 
of adult sprue may appear during the third to 
sixth decade. The patients then present an ex- 
treme degree of malabsorption with foul diarrhea, 
skeletal disorders, bleeding phenomena and symp- 
toms of hypocalcemia. There are no pathogno- 
monic physical signs in this disease. There may 
be all degrees of malnutrition, as evidenced by 
muscle wasting, edema, etc. Hypotension and 
abdominal bloating are very common. Occa- 
sionally there is clubbing of the fingers and pig- 
mentation similar to that of Addison’s disease. 

The x-ray examination of the small bowel is 
characteristic but not specific. Quite frequently 
the only change is an altered motility pattern 
with segmentation and flocculation of the barium 
meal and some coarsening of the jejunal folds 
(Figure 4B). Radiologically, more severe impair- 
ment is manifested by dilatation of small bowel 
segments and clumping of the barium meal with 
a waxy cast appearance of bowel segments (the 
“moulage” sign). As mentioned previously, the 
routine laboratory studies used in establishing 
the presence of the malabsorption syndrome are 
not specific. The glucose tolerance test, however, 
may be of help in differentiating this condition 
from pancreatic diseases. 

The newer techniques in diagnosis appear to be 
more specific. The measurement of absorption of 
d-xylose, a pentose which presumably is meta- 
bolized minimally, has been advocated recently 
in diagnosis of nontropical sprue, but is normal in 
pancreatic insufficiency. The test is performed by 
oral administration of 25 Gm. of d-xylose and 
determination of the urinary excretion of this 
substance over a five-hour period. Normal sub- 
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jects excrete 4 Gm. or more of the ingested mate- 
rial, while patients with nontropical sprue ex- 
crete an average 1.5 to 2.5 Gm. In our experience, 
this test has been abnormal in all cases of sympto- 
matic nontropical sprue. 

The quantitative determination of the 24-hour 
urinary excretion of 5 hydroxyindolacetic acid 
(5-OHIAA) is valuable in the differential diagno- 
sis of nontropical sprue (Table 1). Elevated values 
have been found in all symptomatic cases of non- 
tropical sprue we have studied. The test is nor-« 
mal in all other diarrheal states except for the 
syndrome associated with metastatic malignant 
carcinoid anc Whipple’s disease. It is interesting 
that these elevated urinary excretions of 5- 
OHIAA in nontropical sprue have reverted to 
normal during treatment with the gluten-gliadin- 
free diet. 

Peroral suction biopsy of the jejunum by spe- 
cial tubes (Shiner, Crosby and Rubin) has been 
extremely useful in the diagnosis of nontropical 
sprue. The procedure is simple, appears to be safe 
if there is no coagulation defect, and adequate 
biopsies are obtained in a high percentage of cases. 
There is increasing evidence that non-tropical 
sprue is associated with distinctive histologic 
alterations of the mucosa. These typical findings 
are shown in Figure 3. It is noteworthy that simi- 
lar findings have been described in celiac disease 
and in tropical sprue. Recent reports of electron 
microscopy of these biopsy specimens have de- 
scribed fine ultrastructural changes which may fur- 
ther elucidate the pathophysiology of this entity. 

As noted above, the serial use of vitamin Bi 
absorption, studies may be useful in the differen- 
tial diagnosis of the malabsorption syndrome. In 
most cases of nontropical sprue there is a moder- 
ate or severe defect of vitamin By, absorption 
which does not improve when cobalt-60-labeled 
vitamin By is given with added intrinsi¢ factor, 
nor following a course of broad-spectrum anti- 
vidtics, but may revert to normal after institu- 
tion of the gluten-gliadin-free diet. 
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Finally, mention should be made of a diagnos- 
tic trial of dietotherapy in these patients. It is 
well established that the vast majority of non- 
tropical sprue patients will respond favorably to 
an adequate gluten-gliadin-free diet, but there is 
still some question as to how often other dis- 
orders will improve with this treatment. At 
present, it seems safe to say that no condition, 
other than celiac disease, will respond so dramati- 
cally or so completely to this therapy. A failure 
to induce remission with two months of this 
therapy should arouse suspicion that the diagno- 
sis of nontropical sprue is incorrect. 

Tropical Sprue. This clinical entity can be dif- 
ferentiated from nontropical sprue, although 
some investigators consider their pathogenesis Le | 
be similar. The disease occurs primarily in indi- 
viduals residing in certain areas of the Far East, 
India and the Caribbean. Tropical sprue patients 
characteristically have prominent glossitis, chei- 
losis, diarrhea, weight loss and a megaloblastic 
anemia. Early in their course, anemia may be due 
to iron deficiency. Severe hypocalcemia, hypo- 
albuminemia and hypoprothrombinemia occur 
far less frequently than in nontropical sprue. 
Small bowel x-rays and histologic changes of the 
jejunum are the same as in nontropical sprue. 
Other routine laboratory studies, including 
d-xylose absorption, are also comparable in the 
two diseases. The gluten-gliadin-free diet has been 
ineffective, while administration of folie acid, 
vitamin B,, or crude liver induces remission in the 
tropical form of the disease. 


Treatment 


Since there are numerous conditions which 
produce the malabsorption syndrome, treatment 
must be individualized. In contrast to the often 
gratifying response to dietotherapy shown by pa- 
tients with nontropical sprue, management of 
malabsorption resulting from a disease or altera- 
tion of the gastrointestinal tract is often difficult 
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Gluten-Gliadin-F ree Diet 


FOODS OMITTED: 

Bread 
All bread, rolls, crackers, cake and cookies made from wheat or 
rye. Examples: Rye-Krisp, muffins, biscuits, waffles, pancake 
flour and prepared mixes, rusks, zwieback, pretzels, breaded 
foods and bread crumbs. 

Cereals and Cereal Products 
All products containing wheat, rye, wheat germ, barley, buck- 
wheat or oats. Any cereal product flavored with malt, e.g., 
Cornflakes, Rice Krispies, etc. Noodles, macaroni, spaghetti and 
dumplings. 

Gravies and Sauces 
All gravies or cream sauces thickened with wheat flour. 


Meats, fish and poultry 
Meat patties or meat, fish or chicken loaf made with bread or 
bread crumbs; croquettes; breaded meats, fish or chicken. Chili 
con carne and other canned meat dishes. Cold cuts unless guar- 
anteed pure meat. Bread stuffings. 

Fats 
Commercial salad dressings except pure mayonnaise. Nuts and 
peanut butter. 

Vegetables 
Any prepared with cream sauce or breaded. 

Soups 
All canned soups except clear broth. All cream soups unless 
thickened with cream, cornstarch or potato flour. 

Desserts and Sweets 
Cakes, cookies, pastry; commercial ice cream and ice cream 
cones; prepared mixes and puddings; commercial candies con- 
taining cereal products. 

Beverages 
Postum, malted milk, Ovaltine, beer and ale. Read labeis on 
instant coffee to see that no wheat flour has been added. 

FOODS ALLOWED: 

Milk, Eggs and Dairy Products 

Meat, Fish and Poultry 
Prepared as desired. Do not serve with usual thickened gravies. 
Cornstarch and potato flour may be used for gravies. 

Bread 
Made from rice, corn, soybean and gluten-free flour only. 


Cereals 
Puffed Rice, precooked cereals, corn meal, hominy and rice. 


Fruits, Vegetables, Potatoes and Rice 


Soups 
All clear and vegetable soups; cream soups thickened with 
cream, cornstarch or potato flour only. 


Desserts and Sweets 
Jello, fruit Jello, ice or sherbet, homemade ice cream, custard, 
junket, rice pudding, homemade cornstarch pudding or blanc- 
mange if thickened with cornstarch. Sugar, white or brown; 
molasses; jellies and jams; honey; corn syrup. 

Beverages 
Fruit juices, ginger ale, cocoa, coffee, tea and carbonated drinks. 
(Read label to see that no wheat flour has been added to cocoa 
or cocoa syrup.) 


WARNING: Read labels on all packaged and prepared foods for wheat, 
rye and barley fillers. 
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and unsatisfactory. Dosage schedules for agents 
used in the treatment of malabsorption syndrome 
are listed in Table 3. 


1. INADEQUATE MIXING OR DIGESTION 


Fat absorption is usually normal following the 
Billroth 1 gastric resection. While there is steator- 
rhea after the Billroth 2 procedure or total gas- 
trectomy, it is rarely of clinical significance with 
the former, and only occasionally with the latter. 
In these instances, the fault lies in improper mix- 
ing of food with bile owing to the by-pass of the 
duodenum and the rapidity with which food 
reaches the small intestine. Supporting this hy- 
pothesis is the enhancement of fat absorption by 
the ingestion of ox bile extract (8 to 16 Gm. daily, 
given in divided doses before and after meals), 
despite the occasional occurrence of diarrhea. 
Pancreatic extracts may be tried in selected cases, 
although they have not produced the consistent 
improvement noted with the administration of 
bile salts. Corticosteroids have been ineffective. 
Also, a high-caloric, frequent-feeding diet is im- 
portant to maintain good nutrition. After a total 
gastrectomy, it is necessary to give 30 to 100 
meg. of vitamin By» intramuscularly monthly. 
Calcium, iron and the fat-soluble vitamins may 
be added to this regimen as needed, or when 
diarrhea or steatorrhea is so severe that deficient 
absorption of these substances may be anti- 
cipated. 

Replacement of digestive enzymes and insulin 
is important in the treatment of patients with 
pancreatic insufficiency. Among the available 
sources of enzymes are a commercial pancreatic 
extract, pancreatin, U.S.P., or a preparation con- 
taining whole raw pancreas, Viokase. The dose of 
Viokase (four times the strength of pancreatin) 
may be adjusted according to the clinical re- 
sponse, but generally, 4 to 8 Gm. daily is re- 
quired. This replacement therapy may be more 
effective when given at regular intervals six times 
daily rather than when limited to meals. 
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Cases in which insufficient bile reaches the in- 
testine pose a difficult problem in treatment. If 
possible, fistulas or chronic obstruction of the 
biliary tree should be corrected surgically. The 
keystone of medical management is a balanced 
diet without restriction of fat. Although whole 
ox bile may be helpful, it may increase pruritus, 
especially in biliary cirrhosis. It is important to 
provide calcium and fat-soluble vitamins A, K 
and D in adequate amounts. The demineraliza- 
tion of bone in patients with prolonged biliary 
obstruction results from osteoporosis and osteo- 
malacia. Adequate supplements of vitamin D 
and calcium not only may prevent further osteo- 
malacia, but also may increase calcium deposi- 
tion. The administration of a high-protein diet 
and anabolic hormones, i.e., norethandrolone 
(Nilevar) or testosterone, and of estrogens inter- 
mittently, may improve osteoporosis. Because 
inactivity contributes to the skeletal demineral- 
ization, maximum ambulation must be encour- 


aged. 


2. INADEQUATE ABSORPTIVE SURFACE 


When possible, inadequacy of intestinal ab- 
sorbing surface caused by ‘‘sidetracking”’ of large 
segments of small intestine due to gastrojejuno- 
colic fistulas or by inadvertent gastroileostomies 
should be corrected surgically. 

The care of the patient who has had an-exten- 
sive resection of the small intestine is medical. It 
is important to remember that since the amount 
of fat absorbed is proportional to the amount 
presented to the absorbing surface, increasing the 
fat intake to tolerance is desirable. Vitamins A, 
D and K and the B-complex vitamins as well as 
calcium may be given orally, except in those 
Instances in which adequate replacement is possi- 
ble only by the parenteral route. In general, a 
high-protein intake will adequately maintain the 
serum albumin; however, occasionally infusions 
of salt-poor albumin must be given. 

With resection of the distal ileum, the principal 
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Guide for Substituting Rice Flour 
in Regular Recipes 


1. Substitute 34 cup rice flour for 1 cup regular flour. 
2. More liquid (very small amount) may decrease graininess. 
3. Baking time may be slightly longer. 


GLUTEN-GLIADIN-FREE BREAD—NO. 1 


1 cup unsifted rice flour 
\% teaspoon salt 

3 teaspoons baking powder 

4 tablespoons vegetable shortening 


2 egg whites, well beaten 
1 ripe medium banana 
Measure flour, baking powder and salt. Combine and sift. Cream 

softened shortening; then cream with sugar until well blended. 
Stir in unbeaten egg yolks. Add flour alternately with the milk, 
beating after each addition. Fold in the well-beaten egg whites. 
Mash banana well and fold in mixture. Spread batter into well- 
greased loaf pan (8x 4x3 in.). Bake in preheated slow oven 
(325° F.) about 45 minutes until crumb is dry when tested with 
toothpick. If a browner loaf is desired, temperature may be raised 
to 450° F. for the last five minutes of baking. Remove bread from 
oven. Let stand five minutes. Loosen loaf with spatula and turn 
out on rack. Cool before slicing. 


GLUTEN-GLIADIN-FREE BREAD—NO. 2 


Substitute 114 cup gluten-free wheat starch flour (Cellu Prod- 
ucts Co.) for 1 cup rice flour. Follow recipe for Bread No. 1. 


site of vitamin B, absorption, this vitamin 
should be replaced parenterally, as in pernicious 
anemia. If the megaloblastic anemia which ap- 
pears in this condition does not respond entirely 
to vitamin By, folic acid should be added to the 
regimen. Iron deficiency anemia, which is fre- 
quent, may respond only to an intramuscular 
preparation (Imferon). 

Some have used corticosteroids in patients 
with extensive resections and have noted signifi- 
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Rice Flour and Cornmeal Recipes 


RICE FLOUR MUFFINS 

1 cup unsifted rice flour 

teaspoon salt 

3 teaspoons baking powder 

\4 cup vegetable shortening 

cup sugar 

2 egg yolks 

34 cup milk 

2 egg whites 

4 teaspoon vanilla, lemon or almond flavoring 

Measure rice flour, baking powder, salt and sift together twice. 
Cream softened shortening, add sugar and cream together. Stir in 
egg yolks. Add flour mixture alternately with milk, beating after 
each addition. Fold in well-beaten (but not dry) egg whites. Spoon 
into a well-greased muffin tin. Bake 30 minutes in a 325° F. 
(moderate) oven or until lightly browned: 

Yield: 6 muffins. 


RICE FLOUR BROWNIES 


2 squares unsweetened chocolate (2 oz.) 
4 cup shortening (margarine) 
1 cup sugar 

2 eggs 
36 cup rice flour, sifted twice before measuring 
teaspoon baking powder 
\% teaspoon salt 
Melt chocolate and shortening in a double boiler over hot water. 
Remove pan from hot water and beat in sugar and eggs. Sift rice 
flour, baking powder and salt together and stir into chocolate 
mixture. Spread into a greased 8-inch pan. Allow mixture to stand 
¥6 hour before baking. Bake in a 350° F. (moderate) oven for 30-35 
minutes. A slight imprint is left when the top is touched. Cool 
slightly; cut into squares. 
Yield: 16—2-inch squares. 


RICE FLOUR SPONGE CAKE 


2 eggs separated 

lg cup sugar 

\4 cup rice flour, sifted twice before measuring 

1 teaspoon lemon juice 

grated rind of 14 lemon 

dash of salt 

Sift rice flour, sugar and salt together. Beat egg yolks until thick 
and lemon colored. Add lemon juice and rind to egg yolks. Beat 
egg whites until stiff but not dry. Fold egg yolk mixture and flour 
mixture alternately in small amounts into beaten egg whites with 
rubber spatula. Pour into a small loaf pan that has been lined with 
wax paper. Bake in a 350° F. (moderate) oven 25-30 minutes. 
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RICE FLOUR DROP COOKIES 
24 cup rice flour, sifted twice before measuring 
\% teaspoon salt 
1 teaspoon baking powder 
\4 cup shortening (margarine) 
cup sugar 
teaspoon vanilla 
1 egg 
2 tablespoons milk 
Sift together rice flour, salt and baking powder. Cream short 
ing until light and fluffy. Add sugar gradually, beating thoroug 
Add vanilla and egg and beat until well combined. Add rice fi 
mixture and milk alternately, beginning and ending with rice fi 
mixture. Allow dough to stand 1% hour (preferably in the refy 
erator) before baking. Drop by teaspoon on a greased cookie sh¢ 
Bake in 375° F. oven 12-15 minutes. Remove from pan while 
and cool on a rack. 
Yield: 3 dozen cookies, thin brown edged. 


CRISP CORNPONE 


1 tablespoon bacon drippings 
\% cup boiling water 
cup cornmeal 
1% teaspoon salt 
1 tablespoon sugar 
Add shortening to boiling water. Stir in cornmeal, salt and sugj, 
and stir over low heat until mixture thickens. Spread mixture 
well-greased 9-inch pie pan. Dot with butter or margarine, bak 
moderately hot oven (450° F.) for 20 minutes. Place under heat 
preheated broiler about 5 minutes until lightly browned. Cut 
pie-shaped pieces and serve with butter. 


BAKED INDIAN PUDDING 


1 quart milk 
4 cup yellow cornmeal 
1 teaspoon salt 
cup molasses 
cup sugar 
\4 teaspoon cinnamon 
2 tablespoons butter 
Scald 3 cups of the milk; pour over cornmeal to which salt 
been added. Add molasses, sugar, cinnamon and butter. 
thoroughly. Turn into buttered 114-quart casserole. After pudd 
has been in oven 20 minutes, pour in the remaining cup af . 
milk and stir carefully. Bake in very slow oven (250° F.) 5" 
hours. Serve hot or cold with whipped cream or ice cream. 
Norte: The pudding is very thin when put in the oven. It 
thicken and caramelize as it bakes. Yield: 6—8 servings. 
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)ON BREAD 


1 cup boiling water 

\4 cup white cornmeal 

4 cup milk 

4 teaspoon salt 

teaspoons baking powder 

| tablespoon soft butter 

2 eggs, well beaten 

our boiling water over cornmeal. Beat in milk, salt, baking 
der, butter and eggs. Pour into buttered 1-quart casserole or 
ing dish. Bake in 400° F. (moderately hot) oven 35-45 minutes 
nti] just set. Serve piping hot with butter. 

id: 6 servings. 


HERN CORN MUFFINS 


leup boiling water 

leup white cornmeal 

Keup milk 

};leaspoon salt 

Lieaspoons baking powder 

ablespoon soft butter 

lag, well beaten 

Por boiling water over cornmeal. Beat in milk, salt, baking 
ide, butter and egg. Pour into very well-greased glass muffin 
. Bake 25-30 minutes in a 475° F. (very hot) oven. Serve hot. 
ied: 9 medium-sized muffins. 


nile 
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}FASHIONED JOHNNYCAKES 


! tablespoon bacon drippings 

»cup boiling water 

corn meal 

teaspoon salt 

| tablespoon sugar 

id shortening to boiling water. Stir in cornmeal, salt and 
and stir over low heat until mixture thickens. Drop by 

‘spoons on preheated well-greased griddle and bake until 

ly browned on both sides. Lower heat under griddle and bake 

hutes more, turning often. 

ield: 6-8 cakes. 


cant improvement. These agents may be helpful 
if other measures fail, but one must be constantly 
alert to the complications of long-term therapy, 
i.e., osteoporosis, intestinal ulcerations and re- 
current infections. Present evidence is not con- 
clusive that these steroids actually improve ab- 
sorption. The beneficial effect may be due to stim- 
ulation of the appetite and improved sense of 
well-being. 


3 AND 4. DISEASES OF THE INTESTINAL WALL 
AND LYMPHATICS 


Management of diseases that affect the intes- 
tinal wall and mesenteric lymphatic system is 
often nonspecific, being limited to replacement 
therapy. This is true for amyloidosis; scleroderma, 
carcinomatosis and radiation injury, conditions 
in which therapy is limited to the regulation of 
the diet with addition of supplements to correct 
specific deficiencies. No specific beneficial effect 
is to be expected from corticosteroids. In fact, 
there is some evidence to show that these agents 
may be detrimental to the patients with sclero- 
derma. 

In contrast, corticosteroids may cause a 
marked improvement, even a remission, in cases 
of ileojejunitis. In individuals in whom the dis- 
ease is extensive, it is advisable to reserve surgery 
for complications such as hemorrhage, obstruc- 
tion, perforation or fistula formation in order to 
preserve as much absorbing surface as possible. 
The consensus is that the acutely ill patient with 
fever, diarrhea and malabsorption often responds 
best to intravenous corticotrophin, 40 units daily 
given over an eight-hour period. The oral cortico- 
steroid preparations, used for maintenance ther- 
apy for those more serious cases, may be the prin- 
cipal therapeutic agents throughout the course of 
the less severely ill patients. Although the usual 
maintenance dose range for prednisolone or pred- 
nisone is 10 to 30 mg. daily, the day-to-day clin- 
ical response may dictate larger or smaller 
amounts. Broad-spectrum antibiotics are not 
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Diagnosis and Treatment 
of Malabsorptive States 


useful except in the presence of septic complica- 
tions. 

Treatment of lymphoma of the small bowel 
and mesentery includes local resections as well as 
radiotherapy, and possibly nitrogen mustard 
therapy when the disease is disseminated. De- 
spite this program, the course is frequently pro- 
gressive, the average duration of life after onset 
of symptoms being about one year. In these pa- 
tients, continuous replacement therapy of the 
kind already discussed is frequently helpful and 
may result in successful maintenance of activity 
over a period of months. 

The symptoms of Whipple’s disease frequently 
respond to corticosteroid therapy, as do those of 
other diseases characterized by arthritis and 
polyserositis. Present evidence strongly indicates 
that remission of the disease may be maintained 
for long periods with ACTH or corticosteroids 
and relapse may occur on cessation of such ther- 
apy. Those patients whose illness is in a terminal 
phase may not respond at all. 

Tuberculous involvement of the mesenteric 
lymphatics is best managed by use of combina- 
tions of isonicotinic acid hydrazide, streptomycin 
and para-aminosalicylic acid, a high-caloric diet 
and calcium and vitamins as indicated. When 
there is an associated hyperplastic ileocecal tu- 
berculosis with partial obstruction, appropriate 
local resective surgery may be necessary. 

The malabsorption syndrome resulting from 
mesenteric vascular insufficiency occasionally 
may be corrected surgically, since evacuation of 
a clot, or resection of the vessel with or without 
grafting, may be associated with improvement of 
the patient’s condition; if this approach is not 
feasible, a trial of anticoagulant therapy might 
be considered. 


5. ALTERED BACTERIAL FLORA 


Absorption of vitamin B,», and occasionally of 
fat, is impaired with intestinal strictures, fistulas, 
blind loops and multiple jejunal diverticula. The 
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surgical correction of the strictures, fistulas or 
blind loops may effect a permanent cure, and is, 
therefore, the therapy of choice. However, resec- 
tion of multiple diverticula or of multiple stric- 
tures of the small intestine may not be feasible. 
The abnormalities of absorption in these condi- 
tions may be corrected by daily administration 
of 1.0 to 2.0 Gm. of chlortetracycline (Aureo- 
mycin), tetracycline (Achromycin) or oxytetra- 
cycline (Terramycin) for seven to ten days. In 
this regard, it is important to note that neomycin, 
an antibiotic frequently used to sterilize the in- 
testine, is not only ineffective in these conditions, 
but has also produced steatorrhea in normal indi- 
viduals. 

Since correction of anemia associated with 
these anatomic alterations of the intestinal tract 
is almost uniformly obtained with parenteral 
vitamin By», its administration is indicated dur- 
ing the period of antibiotic therapy. With correc- 
tion of the defect of vitamin B,. absorption by 
antibiotics, continuous parenteral injection of 
this vitamin is no longer necessary unless there 
already exists evidence of subacute combined de- 
generation of the spinal cord. Also, since the 
malabsorption may recur at varying intervals, 
usually months or years, after antibiotic treat- 
ment, periodic hematologic studies are in order, 
so that repeated courses of parenteral B,. and 
oral antibiotics may be given. 


6. BIOCHEMICAL ABNORMALITIES 


Therapy for tropical and nontropical sprue 
(adult celiac syndrome) is very effective, possibly 
because in each instance it may be specific. The 
similarity of tropical sprue to pernicious anemia, 
particularly in its hematologic aspects, prompted 
the use of hematinics, although remissions have 
been noted with antibiotics, administration of a 
low-fat, high-protein diet, and migration to tem- 
perate climate. Folic acid, the therapeutic agent 
of choice, usually produces a complete sympto- 
matic response with correction of anemia, disap- 
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pearance of diarrhea and glossitis, and return to 
normal appetite and weight. In the presence of 
achlorhydria, addition of vitamin By, to the 
regimen should be considered unless absorption 
of Co®-By. is normal. 

The basis for the use of the gluten-gliadin-free 
diet in nontropical sprue lies in the observations 
of its beneficial effect in children with celiac syn- 
drome. Laboratory as well as clinical data strong- 
ly indicate that these patients could not tolerate 
cereals whose protein content is high in gluten 
and gliadin. Thus, when wheat, rye, oats and 
barley were eliminated from the diet of the celiac 
children, diarrhea and steatorrhea ceased, appe- 
tite improved and rapid weight gain ensued. 
Cereal starch was conclusively shown not to be 
related causally to the symptoms. The similarity 
of the clinical features of nontropical sprue and 
the celiac syndrome, either in the patients or in 
their families, naturally led to an application of 
this diet to the treatment of nontropical sprue. 

The gluten-gliadin-free diet excludes all cereal 
grains except rice and corn. To follow this diet, 
all labels must be carefully scrutinized to elimi- 
nate completely products which contain wheat, 
rye, barley and oats. As substitutes for the usual 
grains, rice, corn and soy flours may be used. Re- 
cently a wheat starch flour (Cellu Products Com- 
pany) has become available. Beer and ale must 
be avoided, as they contain cereal residues; how- 
ever, whiskies can be used because the offending 
agent is not contained in the distillate. All other 
foods are permitted, including fats. In general, 
the diet should be well balanced and high in pro- 
tein. The complete diet and representative reci- 
pes are detailed in the supplement. 

A substantial majority of the patients with 
nontropical sprue have responded completely to 
this diet, showing symptomatic improvement 
within a few days or a week, although some re- 
quire one or two months. A representative case 
is given below. 

CASE 8. (M. 8S.) This 22-year-old housewife noted 
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the sudden onset of explosive diarrhea two 
months after childbirth. At that time she was 
having six or seven bulky, light-colored, foul 
bowel movements daily. The diarrhea was in- 
termittent during the next few months. Six 
months post-partum she noted bilateral ankle 
swelling and abdominal distention. During this 
period she lost 15 pounds. 

From age 15 months to 21% years she had been 
treated in the outpatient department of The New 
York Hospital for celiac disease. Various dietary 
and supportive measures were employed and she 
gradually improved over this period of time. She 
remained underdeveloped but asymptomatic. 

Examination at the time of admission revealed 
an emaciated woman with a very prominent and 
protuberant abdomen. She had a definite pallor 
but was in no acute distress. Other findings in- 
cluded: blood pressure of 90/40, positive Chvos- 
tek’s sign and marked pitting edema of the lower 
extremities. 

After appropriate clinical and laboratory eval- 
uation of the patient, she was treated with a 
gluten-gliadin-free diet. Within 48 hours, diar- 
rhea had ceased and appetite returned. Over a 
six-week period there was marked improvement 
with regression of abdominal distention and dis- 
appearance of edema, muscle spasms and tetany. 
After an initial diuresis, a progressive weight gain 
was noted and the serum albumin returned to 
normal. The improvement is detailed in Figure 4. 

Twenty-five of 26 patients with this disease 
whom we have treated with the gluten-gliadin- 
free diet as the sole form of therapy, have 
achieved a clinical and biochemical remission 
(Table 4). The weight gain has been striking; 
nine of these patients have voluntarily restricted 
their caloric intake. The fact that a complete 
chemical remission can be obtained in a majority 
of cases is significant, since previous treatment 
programs were usually only incompletely effec- 
tive. 

Corticosteroids have been shown to produce 
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Diagnosis and Treatment 
of Malabsorptive States 


significant improvement in nontropical sprue, 
but do not entirely correct the steatorrhea or bio- 
chemical abnormalities. These agents should be 
used for long-term therapy only in cases refrac- 
tory to the gluten-gliadin-free diet, since it seems 
unwise to give them in a chronic condition in 
which impaired protein metabolism and osteo- 
porosis are troublesome features. 

Occasionally, a patient with nontropical sprue 
is critically ill with severe diarrhea, marked 
wasting and anorexia and serious protein and 
electrolyte depletion. There may also be bleed- 


ing, tetany and marked edema. This situation 
demands a rigorous therapeutic regimen, employ- 
ing intravenous vitamin K and calcium as well 
as infusions of salt-poor albumin. It is in this 
clinical situation that corticosteroids may be life- 
saving by greatly stimulating the appetite and 
increasing absorption. The steroids should be 
continued until the acute symptoms have sub- 
sided and the patient is on a gluten-gliadin-free 
diet. At this point in our experience, it would 
seem that these patients should remain on such 
dietotherapy permanently. . 


Heart Disease 
in Middle Life 


HEART DISEASE is the most serious health problem among people in middle life. In addition 
to being the leading cause of death—accounting for two-fifths of the total mortality at ages 
45 to 64 years—the disease is a major cause of sickness and prolonged disability. At these 
ages, the heart disease death rate in the United States during 1955-56 averaged 6.8 per 1,000 
among white males and 2.4 among white females, a ratio of nearly three to one. 

Arteriosclerotic heart disease (which includes coronary artery disease) accounts for a 
large majority of all heart disease deaths in middle life—for more than four-fifths of the total 
among white males and for nearly two-thirds of those among white females. Hypertension 
was reported as an associated condition in a considerable proportion of deaths classified as 
due to arteriosclerotic heart disease; when both these conditions are reported on the death 
certificate, international rules of classification require that the death be charged to arterio- 
sclerotic heart disease. As the accompanying diagram shows, hypertensive heart disease as 
a primary cause ranks second to arteriosclerotic heart disease as a cause of death in the age 
range 45 to 64 years; rheumatic heart disease is next in rank. (Statistical Bulletin, Metropoli- 
tan Life Insurance Company, February, 1959.) 


WHITE MALES WHITE FEMALES 


Deaths from heart disease by etiologic types in ages 45-64, United States, 1955-56. 
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Readers are encouraged to submit inquiries to GP. 


Information Please 


These will be answered by authorities in appropriate fields of therapy and diagnosis. 


Water Fluoridation 


Q. There recently has arisen in our community a 
controversy over fluoridation of the public wa- 
ter supply. As a result of testimony by a local 
physician as to the poisonous effect of fluoride, 
the ciiy has discontinued the fluoridation of the 
water supply. I should appreciate having the 
latest available information giving the advis- 
ability or inadvisability of water fluoridation. 


A. The following statement was issued by the 
Surgeon General, USPHS, April 25, 1958: 

“Fluoridation was approved by the United 
States Public Health Service in 1951 after a thor- 
ough examination of all scientific evidence re- 
lating to its safety, effectiveness and practi- 
cability. 

“Since that time, many communities through- 
out the nation have instituted local fluoridation 
programs. Careful study of their experience with 
this measure plus continuing scientific research 
have provided additional evidence of the dental 
health benefits of fluoridation. 

“Fluoridation causes no bodily harm; it is 
remarkably effective in reducing the incidence 
of tooth decay by two-thirds; its cost is minimal, 
about ten cents per person per year. 

“The Public Health Service has, therefore, 
recommended the adoption of fluoridation to all 
communities interested in progressive health 
measures.” 

The Surgeon General’s statement reflects the 
results of many years of comprehensive research 
both at the National Institutes of Health and 
elsewhere in this country and abroad. It may be 
noted that water fluoridation is endorsed today 
by almost all professional organizations in the 
health field, including the AMA, the American 
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Dental Association and the American Public 
Health Association. 

Larger cities now fluoridating their water sup- 
plies include: San Francisco, Denver, Milwaukee, 
Chicago, Indianapolis, Pittsburgh, Philadelphia, 
Baltimore, Miami and Washington, D.C. 

As of August 1, 1959, more than 1,830 commu- 
nities, serving a population of 35,731,000 were 
receiving fluoridated water. 

An additional 1,903 communities, serving a 
population of seven million, are now using nat- 
urally fluoridated waters at a concentration of 
.7 p.p.m. and above. 

Adding these figures together, one out of every 
three persons in the United States is now drinking 
water containing fluorides. 


Recurrent Upper Respiratory Infection 


. Please discuss the problems of frequently recur- 
ring upper respiratory infections in children 
and adults, regarding: (1) diagnostic approach 
(allergy as a factor, hypogamma-globulinemia, 
etc.); (2) treatment (desensitization, bacterial 
vaccines, tonsillectomy and the use of gamma- 
globulin). 


A. The question is complex. Children with fre- 
quently recurring upper respiratory infections 
should first be evaluated in regard to their total 
situation. Is the general health good? Or is there 
an anemia or subtle nutritional deficiency? Is the 
child unnecessarily exposed to infection or to the 
elements? Is there a family history to suggest 
allergy, mucoviscidosis or bronchiectasis? Aller- 
gic rhinitis at this age is nearly always due to 
environmental exposure to house dusts, animal 
fur, feather pillows, ete. Controi of such factors 
may provide a diagnosis as well] as therapy. Skin 
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tests and desensitization may be done but are 
frequently inconclusive. Hypogamma-globuline- 
mia is a rare cause of frequent respiratory infec- 
tions. Controlled studies contradict the empiric 
use of gamma-globulin. Mixed or autogenous 
respiratory vaccines can be tried if other meas- 
ures fail and occasionally with apparently good 
results. Tonsillectomy does not reduce the inci- 
dence of respiratory infection. 


Catarrhal Jaundice 


Q. Years ago we saw cases of jaundice that cleared 
in two or three weeks, which we called ‘‘catarrhal 
jaundice.” Is that a counterpart of the modern 
diagnosis “infectious hepatitis’’? 


A. What used to be called “catarrhal jaundice” 


in the mistaken belief that symptoms were due to 
inflammation of the biliary ducts with obstruc- 
tion, was almost certainly infectious hepatitis. 
Occasionally, before it was recognized that 
“serum hepatitis” might be transmitted by way 
of transfusions or syringes, this latter disease, 
which clinically and morphologically is almost 
indistinguishable from infectious hepatitis, also 
fell into the category of ‘‘catarrhal jaundice.” 
The word “catarrhal” is a misnomer in that the 
lesions of viral hepatitis, whether truly infectious 
or transmitted by homologous serum, are char- 
acterized by the degeneration and the necrosis of 
parenchymal cells rather than inflammation of 
the bile ducts. 


Modification of Measles 


Q. In my practice, I have been administering hyper- 
immune poliomyelitis globulin for measles pre- 
vention where the family strongly urged it or 
when the child had respiratory illness very fre- 
quently or was asthmatic. Please review the 
measles-prevention, measles-attenuation prob- 
lem. 


A. The administration of gamma-globulin to 
children who have frequent, recurrent respiratory 
illness has no rationale unless there is a concom- 
itant hypogamma-globulinemia (for instance, 
less than 300 mg. per cent). Controlled studies by 
Dr. Robert Good (University of Minnesota) 
failed to demonstrate any beneficial effects follow- 
ing the administration of gamma-globulin to 
children with asthma. 

Hyperimmune poliomyelitis globulin is not the 
best choice if one’s purpose is the prevention of 
measles. The polio globulin is prepared from a 
relatively small pool of donors selected for their 
high antipolio virus titers: Pooled gamma- 
globulin for measles induces a passive immunity 
of approximately four weeks’ duration. 

Recommended dosage: 

1. If less than one week since exposure, 0.1 ml. 
per pound for prevention and 0.5 ml. per pound 
for modification. 

2. If more than one week since exposure, pre- 
vention is unlikely but modification may be 
accomplished by 0.1 ml. per pound. 

Since modification of measles is presumed 
to induce a permanent immunity, one should 
attempt to modify rather than to prevent mea- 
sles. 


Measles Immunity 


Q. My chief fear in measles modification has been 
the possibility of not permitting permanent 
immunity. Is there good evidence for the “‘pre- 
sumed” permanent immunity in _ children 
treated with a modifying dose of measles gamma- 
globulin? 


A. It is generally assumed that modified measles 
gives permanent immunity. The difficulties in 
making a positive statement are due to (1) the 
diagnosis of modified measles and (2) the diag- 
nosis of “second attacks.” (See Karelitz S., J: 
Pediat., 36:699, 1950.) 
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Restrictions Not Useful 


(American Heart Association, Philadelphia, Oct. 
23) RESTRICTING the activity of persons who have 
recovered from rheumatic fever apparently 
serves no useful purpose physiologically and may 
even “create unpleasant psychologic effects 
which negate any of the anticipated medical 
advantages.”” Among 168 persons examined an- 
nually for an average of 21 years following 
rheumatic fever, the heart condition of those 
who had limited their activity was not different 
from that of unrestricted persons.—Dr. ALVIN 
R. FEINSTEIN and associates, Irvington House 
After-Care Clinic, New York. 


Enzyme Treatment 


(Ibid., Oct. 24) ANIMAL experiments indicate 
damage to heart muscle from coronary attacks 
might be reduced by 25 to 50 per cent through 
administration of fibrinolysin or plasmin. The 
enzymes were employed in heart attacks simu- 
lated in dogs by clamping off a major branch of 
the coronary artery network for three hours. 
Dogs receiving enzyme injection, in a leg vein, 
before the clamp was removed showed strikingly 
less clotting within minute blood vessels and 
tissue spaces surrounding muscle fibers them- 
selves. Obstructing material or “sludge” was 
more efficiently dissolved.—Dr. IRWIN NYDICK 
a associates, Sloan-Kettering Institute, New 
ork. 


Fatal Lactic Acidosis 


(Ibid., Oct. 23) ABNORMAL accumulation of lactic 
acid has apparently brought death in a small 
number of patients, and may constitute a hither- 
to unrecognized ailment. All patients were 
extremely ill; the acidosis developed when they 
were at rest in bed, with no occasion for exer- 
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cise, yet lactic acid accumulated. Human and 
animal studies suggest etiologic possibility of 
widespread hidden failure of blood circulation. 
“The key to the condition is getting oxygen to 
the tissues.”"—Dr. WILLIAM E. HUCKABEE, 
Boston. 


Emergency Aid 


(Ibid., Oct. 23) MOUTH-TO-MOUTH artificial res- 
piration may prove valuable in instances of 
sudden heart stoppage during surgery or other 
conditions. The technique provided oxygen and 
even restored heartbeat in some instances until 
the surgeon could reach the heart for massage.— 
Drs. DAviD G. GREENE and JAMES O. ELAM, 
Buffalo, N.Y. 


Double Therapy 


(Ibid., Oct. 23) IN ACUTE thrombophlebitis, veins 
appeared to clear more quickly when plasmin or 
fibrolysin was employed along with the standard 
treatment of anticoagulants and bed rest. 
Thirty patients receiving the standard treatment 
were compared with 32 who also received the 
enzyme therapy.—Dr. KENNETH M. MOSER and 
associates, Georgetown University, Washington, 
D.C. 


Hormones And Hearts 


(Ibid., Oct. 25) INCREASED secretion of epineph- 
rine and norepinephrine is found among competi- 
tive, intense, hard-driving men who—by earlier 
studies—appear far more prone to coronary attack 
than easy-going men. Increased hormonal secre- 
tion was noted during the working day, not during 
sleep. Both hormones are found to be injurious to 
arteries of experimental animals when adminis- 
tered in excessive amounts.—DrR. MEYER FRIED- 
MAN, San Francisco. 
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Anemia Hazard 


(American Medical Association Symposium on 
Infant Nutrition, New York, Oct.27) ALLEXCEPT 
“the very superiorly endowed well-nourished term 
infants” are in jeopardy of iron-deficiency anemia. 
The frequency among underprivileged groups 
“may reach alarming proportions,” since it was 
detected among 25 per cent of 425 infants, aged 
6 months to 2 years, at Children’s Memorial Hos- 
pital, Chicago. All infants should be routinely 
checked at 6 months to determine if they need 
supplementary iron.—Dr. IRVING SCHULMAN, 
professor of pediatrics, Northwestern University. 


Fertility Test Warning 


(Food and Drug Administration announcement, 
Washington, D.C., Oct. 29) Women should be 
cautioned not to use internally certain diabetes 
test papers as a means of trying to determine the 
fertility cycle. Papers containing tolidine have 
not\been adequately tested for effects upon fe- 
malereproductive system tissues. Manufacturers 
of plastic devices for applying the papers to the 
cervix have discontinued such recommendations 
for fertility testing. This usage was based upon 
reports that cervical secretions contain enough 
sugar during the ovulation period to cause the 
test paper to change color, much as it does in 
urine testing for diabetes. 


Russian Vaccines 


(American Public Health Association, Atlantic 
City, Oct. 20) Soviet researchers have devel- 
oped promising live-virus vaccinesagainst mumps, 
measles and influenza. The mumps vaccine, in- 
jected intradermally, appears 90 per cent effective 
from initial tests on 35,000 children. The measles 
vaccine, administered to 1,000 youngsters, pro- 
duces mild symptoms of measles, but is not con- 


tagious to playmates. The influenza vaccine, 
sprayed into the nose, is reported to reduce 
morbidity two to three times under that of non- 
vaccinated persons, with about 20 million Soviet 
citizens receiving it each year. It takes four to six 
months to produce vaccine against any new 
threatening strain of influenza virus.—Dnr. A. A. 
SMORODINTSEV, Institute of Experimental Medi- 
cine, Leningrad, U.S.S.R. 


Salk Vaccine Timing 


(Ibid., Oct. 20) SALK vaccine inoculations may 
often be neutralized by passive antibodies in- 
herited from the mother, if the inoculations are 
given before age 6 months. In detailed blood 
studies of 48 infants, those with high levels of 
passive antibodies did not show antibody rise, or 
even displayed losses. Pregnant women increas- 
ingly are receiving Salk vaccine. The question of 
best timing for effective Salk inoculations merits 
further study from these findings. In these experi- 
ments, Salk vaccine was added to trivalent vac- 
cine against diphtheria, pertussis and tetanus. 
—Drs. GORDON BROWN and PEARL L. KENDRICK, 
University of Michigan. 


Weight, Hypertension And Longevity 


(Society of Actuaries announcement, New York, 
Oct. 19) AVERAGE weights of American women 
have declined, and weights of men increased, in 
the last 20 to 30 years. The average weights do 
not coincide with ideal weights, which could be 
15 to 20 pounds below average for best chances of 
longevity as measured statistically. Life expect- 
ancy also is found to be shortened by even rela- 
tively small increases in blood pressure over the 
average. Results of the studies, involving some 
five million insurance company policyholders, 
are published under the title, “1959 Build And 
Blood Pressure Study.” 
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Monilial Empyema 


FINDLAY AND KLEINFELD report a case of em- 
pyema due to candida albicans which was suc- 
cessfully treated by intrapleural installation of 
amphotericin B. Although intravenous ampho- 
tericin is recommended for systemic monilial in- 
fection, the intrapleural route seems to be a more 
direct method of treating empyema due to this 
fungus. It is the authors’ recommendation that 
in the presence of empyema due to candida al- 
bicans, all pleural fluid and material contaminated 
with this fungus be evacuated from the chest 
followed by the installation of amphotericin B. 
The use of a thoracotomy tube may be necessary. 
Whether a closed or open thoracotomy is used 
depends on the efficiency of pleural evacuation 
with the closed method. The removal of pleural 
contents must be performed under direct vision 
when other methods fail. (J. Thoracic & Cardio- 
nase. Surg., 38:244, 1959.) 


Pleural Effusion in Bronchogenic Carcinoma 


BRINKMAN ATTEMPTED to establish the signi- 
ficance of pleural effusion in patients with bron- 
thogenic carcinoma who appeared otherwise 
operable. He studied 21 patients with pleural 
effusion who had no evidence of secondary spread 
elsewhere, and as far as could be judged clinically, 
were operable and potentially curable patients. 
All 21 underwent thoracotomy at which time 17 
were found to have mediastinal involvement, 
while five had obvious pleural metastases as well. 
Eleven of these 21 were considered inoperable. 
The mean survival time of the remaining ten pa- 
tients who had pneumonectomy was seven 
months compared to a mean survival time for 
untreated bronchogenic carcinoma of four to six 
and one-half months. " 

From this study it is apparent that the pres- 
ence of pleural effusion, whether malignant cells 
are emonstrated in the fluid or not, is of serious 
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prognostic significance. It is questionable whether 
a major procedure such as pneumonectomy, es- 
pecially in an elderly person, is justified when the 
chance of cure is so poor. (Dis. Chest, 36:152, 
1959.) 


Clotted Hemothorax 


THE LYSIS AND ASPIRATION of a clotted hemo- 
thorax by means of an effective enzymatic agent 
is highly desirable according to Hardin and Leo. 
Various enzymes have been used for this purpose 
but all have certain disadvantages. Trypsin has 
an irritative effect of pleural pain on injection 
and often shows a toxic reaction due to the en- 
zymatic breakdown of protein products. The in- 
hibitor (antitrypsin) normally present in the 
serum or exudates rapidly increases in concen- 
tration after the use of trypsin. This may require 
an increasing dosage of trypsin with successive 
treatments. Streptokinase-streptodornase acts 
primarily as an activator and depends on plas- 
minogen in the exudates. Occasional pyrogenic 
reactions are encountered with this enzyme. 

The authors used fibrinolysin in the treatment 
of experimentally induced clotted hemothorax. 
The fibrinolysin was introduced into the pleural 
space. They found that the fibrinolysin solution 
effectively lysed the clotted hemothorax. Four 
clinical cases of clotted hemothorax were also 
treated with fibrinolysin solution. In three of the 
four patients fibrinolysin solution proved to be 
an effective method in the management of 
clotted hemothorax. (Dis. Chest, 36:37, 1959.) 


Acute Pericardial Fat Necrosis 


NECROSIS OF THE PERICARDIAL fat pad is char- 
acterized by the acute onset of precordial pain, 
pleuritic pain in the left chest radiating to the 
left shoulder, and the demonstration of a juxta- 
cardiac mass in the thoracic roentgenogram. A 
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and Tully report a case of acute pericardial fat 
necrosis treated by surgery 13 days after the 
acute onset of symptoms. The authors’ patient 
was not obese and, in addition, there was a tem- 
poral and probably a causative relationship be- 
tween a severe lifting effort and the acute onset 
of symptoms. 

Although the pathogenesis of this lesion is 
obscure, it is possible that its onset is primarily 
a vascular accident resulting in extravasation of 
blood from an artery, hematoma formation and 
thrombosis. Consequently, the blood supply to 
the fatty tissue is compromised with the resultant 
ischemic fatty necrosis. In the authors’ case, 
tomographic x-ray studies showed radiolucent 
ovoid areas representing normal fat lobules sur- 
rounded by hemorrhagic, necrotic and fibrotic 
tissue. 

This lesion can simulate the symptomatology 
and physical findings of acute myocardial infare- 
tion, pulmonary embolus or hemorrhage into a 
neoplasm of the lung. The roentgenographic ap- 
pearance may be easily misinterpreted as a pri- 
mary or metastatic carcinoma of the lung, a 
localized pleural effusion, pleural pericardial cyst 
or mesothelioma. A consideration of this disease 
entity is therefore warranted in any patient with 
unexplained precordial pain, pleuritic pain in the 
left lower chest and an associated juxtacardiac 
mass. (J. Thoracic & Cardiovasc. Surg., 38:62, 
1959.) 


Polluted Air 


BARACH IDENTIFIES air pollution as one of our 
most urgent environmental problems. He re- 
views the cardiorespiratory disease incidence in 
areas of acute or chronic air pollution, such as 
Los Angeles and New York, and concludes that 
industrial smog is an important contributing 
cause of death in the elderly and those with 
bronchopulmonary or cardiac disease. 

The primary offender is sulfur dioxide and the 
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damage is to the bronchi with erosion of epithe- 
lium, submucosal edema and thrombosis of small 
arteries and veins. 

The concentrations of SO, in the air in New 
York City have reached on isolated occasions 
those recorded in the catastrophic 1952 five-day 
fog in London when 4,000 deaths were attributed 
to air pollution. 

While this country has not had a catastrophe 
comparable to that of the London 1952 incident, 
eye-smarting in Los Angeles and New York City 
should be considered as a warning of possible 
disaster and community programs of pollution 
control should be pushed. (Bull. N.Y. Acad. 
Med., 35:493, 1959.) 


Anticoronary Club 


JOLLIFFE REPORTS a unique experiment in a 
volunteer group of busy New Yorkers who offered 
to follow a specific diet and submit periodic 
evaluations of their serum cholesterol. Sponsored 
by the City Health Department, the program is 
called the Anticoronary Club and the members 
were solicited by newspaper motive. 

After physical and laboratory examinations, 
each volunteer was indoctrinated and provided 
dietary instructions. The overweight were given 
a reduction diet. The normal-weight were given 
the “prudent diet’”’ which consisted of an approxi- 
mate 39 per cent fat diet with a predominance of 
unsaturated fatty acid through the use of corn oil 
and corn oil margarine. 

The diet was well tolerated and acceptable for 
restaurant dinners. The reduction of cholesterol 
was most marked in those with initially elevated 
lipid levels, but a drop was achieved in all of 79 
men in the age group of 50 to 59 years whose ex- 
periences constitute this original report. 

The significance of these changes with regard 
to success or failure of the Anticoronary Club 
remains to be determined. (A. J. Clin. Nut., 7: 
451, 1959.) 
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Ruptured Esophagus in a Newborn 


spontaneous esophageal rupture in a newborn 
infant. The rupture was repaired at operation and 
recovery was complete. Although this event is 
rare, immediate surgery is lifesaving. Previous 
estimates indicate that only 35 per cent of the 
patients survive for 24 hours if operation is not 
performed promptly. 

In the case reported, the preoperative clinical 
course was characterized by severe respiratory 
distress and the diagnosis was considered to be 
congenital lobar emphysema. The characteristic 
pattern in older chiidren is that of violent vomit- 
ing followed by intense substernal pain and the 
development of subcutaneous or mediastinal em- 
physema. Tension pneumothorax is common and 
was the chief clinical feature in the present case. 

The etiology in this case remains obscure. 
Usual causes include forceful vomiting, intuba- 
tion and pressure resuscitation. (J. Pediatrics, 
55:207, 1959.) 


Incidence of Hepatitis 


IN A STUDY of the epidemiology of acute infectious 
hepatitis in Syracuse, Goldstein and Wehrle 
found that the incidence related strongly to 
socioeconomic status (see diagram at the right). 
Thus, in poor areas of the city, the total incidence 
was higher, but this was a reflection mainly of the 
ease rate in children. The adults in such areas 
seemed to be relatively immune, presumably 
because of greater exposure during childhood. 
The authors “suggested that the prevalence of 
this infection may be favored by factors such as 
crowding and the poorer hygiene and sanitation 
often found in the lower socioeconomic groups. 
These factors may result in more frequent in- 
fection of children with a resultant greater im- 
munity of adults in these circumstances.” (Am. 
J. Pub. Health, 49:473, 1959.) 
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WISEMAN AND HIS COLLEAGUES report a case of 


Fever and Proteinuria 


CoyE, NIEHOFF, RAMMER AND TANNER have 
described an interesting series of experiments 
bearing on the occurrence of proteinuria in fe- 
brile diseases. This well-known clinical phenom- 
enon has never been adequately explained. One 
hypothesis suggests an increase in the amount of 
filterable protein in the serum, such as certain 
fractions of the alpha globulins. The present ex- 
periments were designed to examine the effects of 
fever alone, and fever plus tissue destruction on 
the serum and urinary proteins of dogs. Fever 
was produced in one group of animals by the use 
of a clinical fever cabinet. In another group of 
dogs, sterile turpentine abscesses were created, 
and acted as the pyrogenic agent. 

In the fever cabinet group, there were no 
changes in serum proteins. However, the urinary 
protein excretion rose markedly. The majority of 
the excreted protein was albumin. In the abscess 
group, the total serum protein did not change, 
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but the alpha globulin fraction increased and the 
albumin decreased. The urinary protein excre- 
tion rose sharply, and the majority of the ex- 
creted protein was alpha globulin. 

These experiments demonstrate that with tis- 
sue destruction, an elevation of alpha globulins is 
produced in the serum and alpha globulinuria oc- 
curs. One dog not included in the study demon- 
strated this sequence of events during a bout of 
pyelonephritis, thus suggesting clinical applica- 
tion of these studies. From the data on both 
groups of dogs, the authors concluded that in fe- 
brile proteinuria and in “tissue destruction plus 
fever” proteinuria, a defect in tubular reabsorp- 
tion of protein plays a part. (AMA Arch. Path., 
68:126, 1959.) 


Roseola Infantum 


BURNSTINE AND PAINE HAVE re-examined the 
commonly held view that roseola infantum is 
always a benign disease. The disease is well 
known to pediatricians, being the most common 
exanthem under the age of 2 years. The usual 
form includes the abrupt onset of a high fever for 
three to five days which subsides with the ap- 
pearance of a characteristic, transient rash. The 
cerebrospinal fluid is usually reported as normal. 
Convulsions are recognized as common in this 
disease, so much more so than in other febrile 
diseases, that the possibility has been raised of a 
specific cerebral disturbance in roseola. Scat- 
tered, occasional reports of transient or per- 
manent neurologic sequelae of roseola have ap- 
peared. The present authors present six cases 
with permanent hemiparesis, following convul- 
sions in roseola. Three of the children are men- 
tally retarded, and three are epileptic. 

The pathologic bases of the sequelae are specu- 
lative. The authors considered cerebral throm- 
bosis, anoxia, postinfectious encephalitis, a speci- 
fic encephalitis due to the roseola virus, the effect 
of prolonged convulsions, pre-existing cerebral ab- 
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normalities and the possibility of other mis- 
diagnosed viral diseases. No definitive answer 
can be made at this time. Treatment is limited to 
the attempt to prevent or cut short the convul- 
sion. The combination of phenobarbital and 
salicylates is a reasonable approach. The authors 
stress the danger of allowing the convulsions to 
continue and urge vigorous treatment until they 
are brought under control. The present series 
brings the total number of cases with permanent 
neurologic damage in roseola to nine. (AMA J. 
Dis. Child., 98:144, 1959.) : 


A New Measure of Thyroid Function 


URELES AND MuRRAY have evaluated the newly- 
developed in vitro erythrocyte uptake of I"- 
labeled triiodothyronine for routine use. (The 
symbol used for this test is RCU.) A standard 
solution of labeled triiodothyronine is added to 
the patient’s blood. After a standard time, the 
radioactive iodine of the erythrocytes is meas- 
ured, and the per cent uptake calculated. 

These authors performed 4382 RCU determina- 
tions on 401 patients. They found that 91 per 
cent of 222 euthyroid subjects had RCU values 
within the limits of 11.5 to 18.5 per cent. In 82 
hyperthyroid patients, 91 per cent had values 
above 18.5 per cent; and in 22 hypothyroid 
patients, 91 per cent had RCU values below 11.5 
per cent. In 21 cases, RCU determinations 
revealed the correct thyroid status in spite of 
gross contamination of the protein-bound iodine 
by inorganic or organic iodides. 

Factors that interfere with or alter RCU are 
under study. Alterations of RCU were noted in 
congestive heart failure with hepatomegaly. 
Thus, its use may be limited in severe heart dis- 
ease associated with hyperthyroidism. To this 
point, however, the authors think that the ery- 
throcyte uptake of I'*'-triiodothyronine is a use 
ful adjunct in the study of thyroid disorders. (J. 
Lab. Clin. Med., 54:178, 1959.) 
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Postmitral-Commissurotomy Syndrome 


THERE HAS BEEN considerable speculation about 
the cause of febrile episodes that follow operation 
for mitral stenosis. In many respects, the syn- 
drome suggests reactivation of rheumatic fever. 
There is low-grade fever, myalgias or even true 
migrating polyarthralgias, leukocytosis, increase 
in the sedimentation rate, a tendency to develop 
abnormal cardiac rhythms, and prompt disap- 
pearance of symptoms when salicylates or steroids 
are given. On the other hand, the syndrome has 
been observed following operations on congenital 
heart defects; it arises without antecedent strep- 
tococcal infection, and it is not prevented by 
adequate prophylactic doses of penicillin. 

In an attempt to resolve the question of eti- 
ology, Lisan, Reale and Likoff analyzed the post- 
operative course in a series of 78 patients who had 
undergone mitral commissurotomy. The post- 
mitral-commissurotomy syndrome developed in 
21 patients (see diagram at the right). The onset 
of the first attack ranged from within one month 
to as late as ten months after operation. There 
were repeated episodes in 13 cases. 

The clinical features of the syndrome included 
low-grade fever, pleuritic and pleuropericarditic 
pain, arthralgias, myalgias, tachycardia, peri- 
cardial friction rub and changed cardiac rhythm 
(seven cases only). 

Although the clinical findings were indeed sug- 
gestive of reactivation of the rheumatic state, 
evidence against that concept was conclusive. 
Thus, the sedimentation rate became fast in only 
two cases, tests for antecedent streptococcal in- 
fection were negative in all but one case, atrial 
biopsies failed to reveal lesions that. would be 
considered pathognomonic of acute or recurrent 
active rheumatic carditis, and none of the pa- 
tients developed restenosis of the mitral valve. 

From this study, it seems that the etiology of 
the postmitral-commissurotomy syndrome re- 
mains obscure. However, the authors concluded 
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that it is a benign illness that disappears prompt- 
ly when salicylates are given. Incidentally, ster- 
oids were no more effective than small doses of 
analgesics. (Ann. Int. Med., 50:1352, 1959.) 


Autogenous Venous Shunt Grafts 


PERIPHERAL SHUNT GRAFTING to by-pass athero- 
sclerotic occlusion of the femoropopliteal arterial 
system has not proved to be the complete answer 
to the problem of lower extremity arterial in- 
sufficiency, but it has resulted in some salvage of 
legs and function, either temporarily or perma- 
nently. The search for the best material to re- 
place peripheral arteries continues. However, 
Dale, DeWeese and Scott have used one of the 
oldest materials for blood vessel grafts, auto- 
genous vein grafts. 

These vein grafts have been used in 31 patients. 
All of these patients had severe involvement of 
the vessels of the lower extremity, and in some 
adequate distal ‘‘runoff’’ following the vascular 
block was not present. In 18 of the patients, 
satisfactory results were obtained. 

The advantages of autogenous vein grafts in- 
clude a smaller blood loss at operation than is 
experienced when synthetic grafts are used and 
better resistance to infection. If the graft heals, 
the long-term results are better. Most of the fail- 
ures encountered with vein autografts in the 
peripheral arteries occur early. If more care is 
given to the selection of patients initially, the use 
of vein autografts may prove to be the best ma- 
terial for the replacement of damaged peripheral 
vessels. (Surgery, 46:145, 1959.) 
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Neurofibromatosis 


NEUROFIBROMATOSIS (Recklinghausen’s disease) 
is one of several congenital neurocutaneous syn- 
dromes. (Other recognized entities of this group 
include tuberous sclerosis and _ trigemino-en- 
cephalo-angiomatosis or Sturge-Weber disease.) 
These diseases have in common developmental 
anomalies of brain, skin, retina, skeleton and 
viscera, and a marked heredofamilial incidence. 
Hsi-Chih Chao points out that at times there are 
close resemblances between the various mani- 
festations of these diseases and variant clinical 
pictures, or “hybrid” forms. She has reviewed 
six cases of neurofibromatosis, first seen because 
of neurologic disorders. 

All six patients had café au lait spots. This 
change is usually present at birth, and more com- 
monly over the trunk. The lesions often follow 
peripheral nerve distribution. They may appear 
later and enlarge with growth spurts in the child. 

Subcutaneous nodules usually begin to appear 
early in life, but may develop after adolescence. 
They progress slowly. Other skin lesions fre- 
quently seen include vitiligo and angiomata. 

Epilepsy is common and was present in four of 
these six patients. (This, however, is a higher than 
usual incidence, since these patients were seen in 
a neurologic clinic.) The seizures were focal or 
generalized, with varied electroencephalographic 
findings. There were no myoclonic or akinetic 
seizures (the most prominent seizure types in 
tuberous sclerosis). Responses to anticonvulsant 
therapy were poor. 

Varying degrees of mental retardation, speech 
defect and behavior disturbance were noted in five 
of the six cases. Other neurologic features in- 
cluded hemiparesis, proptosis, papilledema, blind- 
ness and skull defects. Bone changes are uncom- 
mon in children. 

While the diagnosis of a fully developed case is 
usually quite obvious, in infancy or childhood the 
presenting symptom may be a convulsion, men- 
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tal retardation or speech defect alone. Then only 
a diligent search for cutaneous abnormalities and 
occult involvement of the skeletal and nervous 
systems will lead to the correct diagnosis of 
neurofibromatosis. In performing a diagnostic 
biopsy of a suspicious skin lesion, total excision 
is best, since partial excision may lead to malig- 
nant degeneration. 

Most attempts at treatment are ineffective. 
Single or multiple tumors should be removed only 
if they cause functional interference. (J. Pedi- 
atrics, 55:189, 1959.) 


Adrenalectomy for Breast Cancer 


THE CAREFUL SELECTION of candidates for adren- 
alectomy will result in three out of four receiving 
benefit from the operation in palliation of meta- 
static breast cancer. The patient should have 
shown a remission from previous oophorectomy, 
be of middle age and in otherwise good condition, 
have a duration of disease of over three years, 
without evidence of liver metastases and show 
significant estrogen excretion. The operative mor- 
tality is nil and the induced Addison’s disease is 
easily controlled. Adrenalectomy is well worth 
the effort if the patient is well selected. (Surg. 
Gynec. & Obst., 108:651, 1959.) 


Doctor and Nurse 


STERN CALLS attention to the fact that, as in 
hospital administration and medical economics, 
the doctor of medicine has frequently abrogated 
his responsibility for better nursing education 
and the identification of the nurse in the care of 
the patient. The result is that others are assum- 
ing this responsibility with frequently a diver- 
gence of interest to the detriment particularly of 
the patient. The solution would seem to lie n 
more physician interest in the role of the nurse as 
intrinsic to the. care of the patient. (Surgery, 46: 
444, 1959.) 
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Tolerance of PAS Preparations 


IN A DOUBLE-BLIND STUDY lasting 12 weeks, Jeker 
and his associates compared the tolerance of the 
calcium salt of benzoyl PAS with that of calcium 
PAS in 150 patients with pulmonary tuberculosis. 
Sixty-three (90 per cent) of the patients treated 
with calcium benzoyl PAS and 50 (63 per cent) 
of those treated with calcium PAS completed the 
12-week trial. Early discontinuation of the treat- 
ment due to serious disturbance, particularly 
gastrointestinal disorders, was required in seven 
cases (10 per cent) of the benzoyl PAS group, 
and in 30 cases (37 per cent) of the calcium PAS 
group. The difference of incidences is highly 
significant (see diagram at the right). 

In 21 patients, calcium benzoyl PAS was sub- 
stituted for calcium PAS because of intolerance. 
Sixteen of the 21 patients completed their treat- 
ment—12 of them without untoward symptoms. 
In two patients, calcium PAS was substituted for 
calcium benzovl PAS, and one was able to com- 
plete treatment after the changeover. 

The side effects, which were similar with both 
preparations, occurred mainly during the first 
three weeks. The most frequent disturbances 
were the well-known intestinal disorders—that 
is, heartburn, a sense of pressure, nausea, vomit- 
ing, loss of appetite, flatulence, gastric cramps 
and occasional diarrhea. Second in importance 
were allergic reactions, such as itching and urti- 
carial rashes. They were seen much more often 
with calcium PAS, and it was only with this 
drug that medication had to be completely dis- 
continued. The third group of the same number 
of patients exhibited uncharacteristic symptoms, 
such as aversion to the drugs or vertigo. The 
incidence of these disturbances was about the 
same for both preparations. 

The authors believe that a PAS preparation, 
such as calcium benzoyl PAS, which is capable 
of producing the same effects as PAS in multiple- 
drug therapy, while being significantly better 
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tolerated, deserves special consideration as a 
companion drug for long-term treatment of tu- 
berculosis. (Am. Rev. Tuberc., 79:351, 1959.) 


Cryptococcosis 


MARTIN AND ASSOCIATES studied eight patients 
with cryptococcal meningoencephalitis. Five of 
these patients were treated with the antibiotic, 
amphotericin B. The bulk of the authors’ report 
is devoted to care of these five patients. 

The infection may be fulminating but is usu- 
ally chronic and in occasional persons may be 
characterized by spontaneous remissions, some- 
times of prolonged duration. It is this latter 
characteristic which may make evaluation of 
therapy difficult. Until recently, treatment of 
cryptococcal meningoencephalitis has been dis- 
heartening. Amphotericin B is the drug of choice 
in the management of cryptococcosis. Since only 
minimal absorption of amphotericin B follows 
oral administration, it usually is given paren- 
terally for systemic infections. When the agent is 
given intravenously each milligram is dissolved 
in at least 5 ml. of 5 per cent dextrose in dis- 
tilled water. Treatment is usually begun with an 
initial dose of approximately 0.25 mg. per kilo- 
gram body weight dissolved in the appropriate 
amount of diluent administered intravenously 


Incidence of Severe Adverse Reactions 
to Two Para-Aminosalicylate Compounds— 
Benzoyl PAS and Calcium PAS 
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over a six- to 12-hour period. The dose is in- 
creased gradually to approximately 1 mg. per 
kilogram body weight daily depending on the 
tolerance of the patient. Visible particles of the 
agent should be filtered out of the solution be- 


fore administration by placing a filter used in 


transfusions of blood in the apparatus deliver- 
ing the medication. Phlebitis at the site of ad- 
ministration, headaches, flushing, chills, fever 
and azotemia may result from the administration 
of amphotericin B. Increasing the time taken to 
deliver the medication or decreasing or tempo- 
rarily discontinuing the daily dose have been 
effective against side effects in most patients. 

Amphotericin B appears to be a promising an- 
ticryptococcal agent despite the natural tendency 
of the disease in an occasional patient to spon- 
taneous remission of prolonged duration. From 
the authors’ experience, 50 to 100 mg. of am- 
photericin B, given daily, when possible, for a 
total of approximately six weeks appears to have 
arrested cryptococcal meningitis in three out’ of 
five patients. Relapses have occurred in two pa- 
tients, one of whom has associated lymphomat- 
ous disease. How long treatment must be con- 
tinued in an individual case is not known at this 
time, but the duration of therapy is probably 
dependent on the severity and duration of the 
infection. It also is not known whether intrathe- 
cal administration of the agent is necessary for 
cryptococcal meningitis. 

The diagnosis of cryptococcosis is dependent 
on identification of the causative organism by 
direct examination in culture of tissue, pus, spu- 
tum, spinal or other body fluids. Occasionally, 
cryptococci can be seen when unstained spinal 
fluid is examined microscopically, but india ink 
preparations of the spinal fluid are more likely 
to reveal the thick-walled and budding cells. In 
cases of cryptococcal meningitis the number of 
cells in the cerebrospinal fluid is increased and 
lymphocytes almost always predominate. The 
concentration of protein in the cerebrospinal 
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fluid usually exceeds 80 mg. per 100 ml. and the 
amount of sugar is usually less than 40 mg. per 
100 ml. (Arch. Int. Med., 104:4, 1959.) 


Rheumatic Nodules 


BEATTY HAS REVIEWED his experience over the 
past ten years with subcutaneous nodules in 
children. Nine patients with no stigmata of 
rheumatic disease were found to have nodules 
closely similar or identical with those found in 
rheumatic fever. Preoperative diagnoses of these 
nodules included giant cell tumor, lipoma, se- 
baceous cyst and many others. 

The histology of the nodules was that of fi- 
bromuscular tissue surrounded by fibrous con- 
nective tissue. The central portions contained 
scattered foci of coagulation necrosis. The loca- 
tions of the nodules varied, and included scalp, 
finger, dorsum of foot and exterior surface of 
forearm. A history of trauma to the area of the 
nodule was frequently obtained in this group of 
patients. Their ages ranged from 11 days to 9 
years. 

Other authors have reported similar expe- 
riences and dermatologists have described a type 
of lesion under the name of granuloma annulazre. 
The importance of the entity lies in the pos- 
sibility of confusion with rheumatic fever and 
rheumatic carditis. The prognosis of granuloma 
annulare is excellent. (AMA Arch. Path., 68:154, 
1959.) 


Natural History of Esophageal Varices 


SOME OBSERVERS HAVE SUGGESTED that the indi- 
cations for portal-shunt surgery should be broad- 
ened to include patients who have varices set 
ondary to cirrhosis of the liver even though no 
bleeding has yet occurred. Those who support 
this surgical indication base their opinion on tne 
mortality of 50 to 80 per cent, which has been re- 
ported for the first year after hemorrhage occurs 
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and the assumption that the majority of patients 
with varices are destined to bleed seriously. 

Baker and his associates made an analytic 
study of the clinical course uninterrupted by sur- 
gery of 115 cirrhotic patients in whom the diag- 
nosis of esophageal varices was established prior 
to bleeding (see diagram at the right). These pa- 
tients were followed for intervals varying from 
one to six years (average 3.3 years). Of the total 
of 115 patients, bleeding occurred in 33 (28.6 per 
cent). In seven of these cases, hemorrhage was a 
terminal event in patients already critically ill 
from hepatic failure. 

The elapsed time from the diagnosis of varices 
to the first hemorrhage varied from one to 187 
weeks. Only three patients bled for the first time 
more than two years after varices were diagnosed, 
and this may have important clinical implica- 
tion, namely that in the patient who has survived 
one year or more with no bleeding after the diag- 
nosis of varices the chances of hemorrhage are 
small. 

Seventy-four of the original 115 patients died 
within the period of study. Twenty deaths were 
due to exsanguination, comprising 17.3 per cent 
of the total series. Thirty-one (26 per cent) died 
of hepatic failure, and 23 (20 per cent) succumbed 
to unrelated causes. Of particular importance is 
the fact that 11 patients, or 9.5 per cent of the 
total series, succumbed to the first hemorrhage. 

It is obvious that the incidence of hemorrhage 
and death from hemorrhage in the natural course 
of patients with cirrhosis and varices diagnosed 
prior to bleeding is of prime importance in con- 
sidering the justification for routine prophylactic 
shunt surgery in all such patients. The hazard of 
death from the first hemorrhage, together with 
the fatalities incurred in operating on those who 
survive this hemorrhage, must outweigh the dis- 
advantages of routine operation on all such pa- 
tients if the policy of prophylactic surgery is to 
be sustained. These latter factors are the mor- 
tality from surgery, failure to prevent bleeding 
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Bleeding occurred in 33 patients (28.6%) 
— usually within two years of the time 
when a diagnosis of varices had been 
made. . 


Incidence of eventual bleeding from esophageal 
varices in 115 cirrhotic patients in whom varices 
were detected before the first hemorrhage. 


following surgery and nutritional disturbances 
following surgery. 

’ The operative mortality that has been reported 
for various series of patients who have bled prior 
to surgery is variable. In the authors’ experience 
with patients of all types, there was a mortality 
of over 20 per cent. Recurrence of bleeding follow- 
ing surgery occurs in 10 to 20 per cent of patients. 
It is established that operations of portacaval 
shunt type may induce neuronutritional disturb- 
ances. This complication may be present in 20 
per cent or more of the patients in whom the 
operation is performed. 

Inasmuch as the essential difference in the ob- 
jectives of routine prophylactic shunt surgery 
over the practice of reserving surgery for those 
patients who have bled is directed toward pre- 
venting the mortality from the first hemorrhage, 
this becomes the most important datum in the 
study. 

It is estimated that, by the time all 115 patients 
are dead, between 10 and 15 per cent will have 
died of first hemorrhage. This then is the ultimate 
possible goal of achievement, against which must 
be balanced the mortality, failures and complica- 
tions of routine prophylactic decompression sur- 
gery. 

It does not seem that, at present, routine pro- 
phylactic decompression surgery offers any defi- 
nite advantage to the patient. If further expe- 
rience reveals criteria for determining those pa- 
tients most likely to bleed, that the over-all sur- 
gical mortality can be lowered to approximately 
5 per cent, that surgery prevents bleeding in near- 
ly all patients over a period of years, or if it is 
shown that there are certain remote untoward 
effects of hemorrhage on the course of the dis- 
ease, this conclusion may then be unwarranted. 
(Am. J. Med., 26:228, 1959.) 
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Acute Disseminated Moniliasis 


BRAUDE AND ROCK REVIEW the syndrome of 
acute disseminated moniliasis in adults and re- 
port a case. 

The syndrome of acute disseminated moniliasis 
constitutes an entity that can be recognized on 
clinical grounds alone. There are two outstanding 
features: (1) a background of continuous anti- 
biotic treatment during the course of a pro- 
tracted debilitating illness and (2) an abrupt 
decline in the clinical course with the develop- 
ment of fever, shock, depressed sensorium and 
leukocytosis. Gastrointestinal bleeding has also 
been noted in conjunction with these symptoms. 
A partial explanation for the essential action of 
antibiotics in the development of disseminated 
moniliasis can be found in the extensive data 
showing that candida albicans multiplies exces- 
sively in the bowel or mouth if the normal bac- 
terial flora is suppressed. But this factor alone 
cannot account for the development of the dis- 
seminated disease because the vast majority of 
persons with heavy monilial growth in the bowel 
never exhibit evidence of hematogenous spread. 
In considering other factors that permit dis- 
semination after monilial overgrowth of the 
bowel, there is evidence of gastrointestinal in- 
jury. Candida albicans is a noninvasive micro- 
érganism that grows profusively in the form of 
colonies on the surface of mucous membranes 
without penetrating them. It would seem, there- 
fore, that a hematogenous spread could only de- 
velop if this fungus were first provided with a 
broken area in the mucosa. The occurrence of 
gastrointestinal bleeding indicates that the mu- 
cosa was disrupted and autopsy examination in 
the authors’ patient did, in fact, reveal multiple 
superficial intestinal ulcers filled with masses of 
hyphae and spores. 

Hypocalcemia is another finding of possible 
significance in lowering host resistance to candida 
albicans. The relationship of hypocalcemia to 
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moniliasis is well established in children with 
hypoparathyroidism and is thought to be related 
to the epidermal defects that accompany the 
metabolic disorder. In contrast to its low in- 
vasiveness, candida albicans is capable of serious 
injury to the host after it has once burst into the 
circulation and established itself in the tissues. 
The prominent cerebral manifestations are re- 
lated to the predilection of candida albicans for 
the brain. Similarly, the occurrence of cardiovas- 
cular collapse may be a consequence, at least in 
part, of the numerous mycotic abscesses oc- 
curring in the myocardium. It is also likely that 
the endotoxin of candida albicans contributes to 
the development of shock. (Arch. Int. Med., 104: 
91, 1959.) 


Treatment of Laryngitis in Children 


IN SMALL CHILDREN laryngitis can be a serious 
disease. In contrast to the adult or older child 
who suffers a loss of voice for a few days, the 
small child may die of suffocation since his larynx 
is so narrow that moderate edema of the mucosa 
can close the airway. The outcome of laryngitis 
in children is often unpredictable as the disease 
varies in severity from the adult type, with mild 
hoarseness, to the swiftly fatal forms, such as 
laryngotracheal bronchitis and epiglottitis. 
According to Coffin, there is some degree of 
stridor and dyspnea. The child is usually treated 
with mist and antibiotics and watched carefully. 
If dyspnea increases, tracheostomy must be done. 
During the period of watchful waiting while the 
need for tracheostomy is in doubt, physicians 
would like to protect the child by some other 
method. The author recommends cortisone or its 
derivatives in an attempt to maintain the airway 
by reducing edema and exudation. He reports 
four cases in which corticoids apparently relieved 
dyspnea and partial respiratory obstruction. All 
of the patients had moderately severe dyspnea 
with intercostal retraction. Within a few hours 
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after the use of cortisone or one of its derivatives, 
dyspnea was relieved almost completely. The ex- 
cellent outcome of these few cases suggests that 
emergency treatment with cortisone derivatives 
should be considered whenever inflammatory 
edema threatens to close a child’s larynx. (Anti- 
biotics, 6:371, 1959.) 


Circulatory Effects of Atropine 


PARENTERAL DOSES of atropine, 1.0 mg. or more, 
produce tachycardia in man. Berry and his col- 
leagues confirmed previous reports that in re- 
cumbent normal subjects, there is also an in- 
crease in cardiac output, a fall in stroke volume 
and a decrease in central venous pressure. When 
cardiac output was measured within three min- 
utes after the injection of atropine, the cardiac 
output was higher than when it was measured 
again four to 14 minutes after injection. How- 
ever, the tachycardia did not lessen during that 
time. 

These authors stress that oxygen consumption 
is not significantly increased, thus the increased 
cardiac output is not a response to increased 
metabolic demand. It is more likely that atro- 
pine has a peripheral vasodilatory effect, with in- 
creased cardiac output maintaining the arterial 
pressure in these recumbent subjects. A peri- 
pheral pooling effect might limit the venous re- 
turn so that the increase in cardiac output is due 
cary to the tachycardia. (Am. Heart J., 58:204, 

959.) 


The Aftermath of Mitral Valvuloplasty 


ELLIS, HARKEN AND BLACK have reported on the 
clinical results in 1,000 consecutive cases on whom 
mitral valvuloplasty was performed between the 
years 1949 and March, 1956. The cases were 
classified on the basis of their preoperative con- 
dition as follows: 


Group 1. Theauthorsreported no patients in this 
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group (patients without significant symptoms). 

Group 2. 19 patients. These people were 
somewhat handicapped by symptoms from their 
disease, but were able to carry on a sedentary oc- 
cupation successfully. 

Group 3. 711 patients. These patients had 
mainly pulmonary symptoms which were usually 
progressive. The patients were sufficiently handi- 
capped so that ordinary activities were limited. 

Group 4. 270 patients. These were cardiac 
patients with severe symptoms—mostly cardiac 
invalids with congestive heart failure or in a 
precarious state of compensation under medical 
treatment. 

During the course of the experience gained 
in these 1,000 operations, it was evident that 
operative mortality declined as time passed (see 
the diagram below). Mortality at operation is not 
related to the age of the patient—relates princi- 
pally to general condition. 

Analysis of the results indicated that survival 
was much better than would have been true if 
medical treatment alone had been used. There was 
a sizable group of patients (228) who deteriorated 
after having first shown substantial clinical im- 
provement. Such deterioration related principally 
to mitral insufficiency, unsatisfactorily per- 
formed valvuloplasty and clear-cut rheumatic 
fever occurring since operation. (Circulation, 
19:803, 1959.) 


Effect of experience upon operation mortality 


in 1,000 consecutive operations for mitral stenosis. 
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Health of Workers 


COLLINS LISTs the following evidences of the 
growing importance of mental health in industry. 

1. Emotional illnesses cause more absenteeism 
from work than any other illness except the 
common cold. 

2. Eighty to 90 per cent of dismissals today are 
attributed to social incompetence, the inability to 
get along with people. Only ten to 20 per cent of 
dismissals are due to technical incompetence. 

8. The cost to industry of the disruption re- 
sulting from emotional disturbances among 
workers, supervisors and executives runs into 
hundreds of millions of dollars annually. 

4. The health of the executive is threatened 
by many pressures, frustrations, fears and inse- 
curities. The titles of recent articles in business 
magazines give evidence of self-concern such as 
“Slow Up or Blow Up,” “Your Next Promotion 
Can Kill You” and ‘Must Executives Die 
Young’’? (Pub. Health Rep., 74:703, 1959.) 


The Feeling of a Lump in the Throat 


TREMBLE DISCUSSES the common complaint of a 
lump in the throat, or the feeling of swallowing 
over a lump. The present tendency is to regard 
such a symptom as functional in origin. Indeed, 
the term “globus hystericus’’ reinforces the phy- 
sician’s impression of a functional etiology. The 
author described several types of organic lesions 
associated with this symptom. 

One case was that of a man whose feeling of a 
lump in his throat persisted for more than a 
year. Several examinations of the area were 
negative. It was not until a peripheral lymph 
node appeared in the neck, that a carcinoma at 
the base of the tongue was visualized. Tremble 
suggests palpation with the gloved finger as he!p- 
ful in this type of case. Inflammation of the lin- 
gual tonsil is another cause and may persist as 
a chronic low-grade disease. 
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Once the diagnosis is made, the excess tissue 
may be removed by electric cautery or other 
technique. Chronic pharyngitis which begins as 
a bacterial infection or a response to chemical 
irritants, may lead to hypertrophy of the pharyn- 
geal muscles with a feeling of fullness in the 
throat. 

A useful diagnostic test may be used in 
those patients whose examination reveals en- 
larged lymphoid follicles on the pharyngeal walls. 
Probing the follicles gently may simulate the pa- 


’ tient’s complaints perfectly and lead to the 


proper treatment. Finally, incoordination of the 
swallowing muscles may play a large part in the 
functional groups of patients and may some- 
times be amenable to therapy. It is therefor 
emphasized that a complaint of a lump in the 
throat deserves careful investigation. (AMA 
Arch. Otolar., 70:157, 1959.) 


Neurologic Symptoms in Reiter’s Disease 
ACCORDING TO OATES AND HANCOCK, Reiter's 
disease as seen in the British Isles is a disorder 
characterized by a venereally transmitted non- 
specific urogenital infection and polyarthritis of 
a recurrent and relapsing nature. Conjunctivitis 
or iritis, keratoderma blenorrhagica and lesions 
of the mucosae are frequent accompanying mani- 
festations, but their presence is not essential in 
making the diagnosis. 

Although it is clear from the literature that 
almost all the body systems can be involved, the 
least commonly affected seems to be the nervous 
system. The authors report three cases with sig- 
nificant neurologic involvement. In one, there 
was a short-lived attack of meningoencephalitis 
followed by complete and spontaneous recovery. 
Another patient had an attack of shoulder girdle 
neuritis, while in the third, there were attacks 
of root pain without signs indicative of central 
nervous system involvement. (Am. J. Med. Sei., 
238:79, 1959.) 
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The Etiologic Diagnosis of Pharyngitis 


ESMANN HAS STUDIED 81 acutely ill patients in 
whom sore throat was the main symptom. Beta- 
hemolytic streptococcus was the causative agent 
in 42 per cent; adenovirus, in 5 per cent; infec- 
tious mononucleosis, in 7 per cent; Vincent’s dis- 
ease, in 2 per cent, and undifferentiated acute 
respiratory disease, in 44 per cent (see diagram 
at the right). 

The clinical criteria of streptococcal involve- 
ment were found to be insufficient for diagnostic 
accuracy. Faucial redness, edema, exudate, cer- 
vical adenitis and leukocytosis occurred almost 
as often in the nonstreptococcal group as in the 
streptococcal group. Throat culture was a reliable 
sign of streptococcal involvement if the growth 
was moderate to profuse. A few, scattered col- 
onies were insufficient for the diagnosis. Anti- 
streptolysin titers were elevated in half of the pa- 
tients with streptococcal pharyngitis. This figure 
might have been higher if penicillin were not used. 
Determination of the antistreptococcal hyaluro- 
nidase titer (ASH) was not helpful diagnostically, 
again largely because of penicillin therapy. 

Since only severe sore throats came to medical 
attention, these figures probably do not represent 
the etiologic distribution of pharyngitis in the 
general population. The value of the study lies in 
the clear demonstration that ‘‘streptococcal phar- 
yngitis” must be proven by culture or else viewed 
with some skepticism. (Acta Medica Scandinavia, 
163 :265, 1959.) 


Masseter Hypertrophy 


OPPENHEIM AND WING REVIEW the rare syn- 
drome of benign hypertrophy of the masseter 
muscles. There are about 40 cases described of 
this entity, the first being published in 1880. The 
syndrome may occur unilaterally or bilaterally 
and is divided into two types. The first is the con- 
genital or familial. These patients have a “chip- 
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Causative Agent for Sore Throat Symptom 
in Study of 81 Acutely Ill Patients 


munk look’”’ because the muscle stands out 
against a thin, bony face. The more common, ac- 
quired type is found in tense persons who habi- 
tually clench or grind their teeth during sleep. 
Unilateral increases in masseter size may be re- 
lated to asymmetry of the teeth. Biopsy of the 
involved muscles reveals normal striated fibers 
with only an occasional increase in nuclei. In the 
reported cases, the age distribution is in the sec- 
ond to fourth decades. The sex distribution is 
equally divided, as is the distribution between 
unilateral and bilateral cases. 

The onset of the acquired form is very gradual 
and painless. Nearly all such people are diag- 
nosed as having a disease of the parotid gland. 
The differentiating points are location (parotid 
gland is nearer to the ear lobe), free flow of saliva 
through Stensen’s duct and palpation of the 
bulging masseters. The masseters may rarely be 
involved by other diseases such as syphilis, tuber- 
culosis, trichinosis, actinomycosis and hydatid 
cysts. Primary muscle tumors have been described. 
A diagnostic sign of benign masseter hypertrophy 
is lateral displacement of Stensen’s duct as seen 
on a lateral sialogram. Treatment of the acquired 
type consists of reassurance, correction of dental 
bite and occasionally surgical resection. (AMA 
Arch. Otolar., 70:207, 1959.) 
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Ragweed Pollen Control 


COHART AND KANDLE, in two papers, discuss the 
effects of a ragweed control program conducted 
by the City of New York in 1956. The study was 
made in an attempt to determine (1) whether a 
boroughwide program of ragweed eradication 
would result in significantly lower ragweed pollen 
counts in the treated borough than in other 
boroughs, and (2) whether the ragweed hayfever 
patients in the treated borough would experience 
fewer or less severe symptoms than their counter- 
parts in other boroughs. The Bronx was the 
experimental borough. Over 96 per cent of this 
borough’s ragweed acreage was treated chem- 
ically. The authors stress the difficulties inherent 
in an epidemiologic study of this nature. 

The program of almost complete ragweed erad- 
ication in the Bronx did not result in lower daily 
pollen counts there than in other boroughs. 
Whether or not the counts were lower than would 
have occurred without such a program, the at- 
mospheric pollen counts in the Bronx were still 
of the same order of magnitude as those prevail- 
ing in the other boroughs. 

Detailed hayfever diaries were maintained by 
855 patients in the Bronx, Brooklyn, Manhattan 
and Queens. The program did not result in resi- 
dents of the Bronx having a lower frequency of 
severe symptoms or of all symptoms than resi- 
dents of the other boroughs. It is interesting that 
Manhattan, which is practically free of indige- 
nous ragweed because of the almost complete use 
of its land for buildings, also did not have sig- 
nificantly lower pollen counts than the other 
boroughs or fewer days of severe symptoms or of 
all symptoms. 

The authors conclude that ragweed pollen con- 
centrations in New York City and the symptoms 
of hayfever resulting therefrom are primarily de- 
pendent on pollen that is windborne from areas 
outside the city’s boundaries. A total program 
would not succeed in reducing materially the 
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symptoms of ragweed hayfever among the city’s 
residents. 

Interesting findings also were the facts that 
increased hayfever symptoms antedated by 
about one week the finding of ragweed pollen 
in the atmosphere; and hayfever symptoms 
persisted among more than 50 per cent of the 
patients at the end of September in the absence 
of recoverable amounts of ragweed pollen in the 
atmosphere. (J. Allergy, 30:287 and 299, 1959.) 


Nutrition by the Intravenous Route 


IT IS GENERALLY ACCEPTED that the greatest 
chance for a successful operation occurs when 
the patient is in the best possible condition prior 
to the operation and is given optimal support dur- 
ing the postoperative period. One of the most 
important facets of adequate supportive care is 
proper nutrition. In patients in whom the oral 
route cannot be utilized, nutritional needs must 
be met by parenteral routes. Adequate protein, 
fat and carbohydrate must be given in sufficient 
quantities to meet the caloric requirements. 

The metabolic needs of an individual patient 
will vary but can be subjected to certain general- 
izations. For instance, inadequate protein may 
lead to any of the following: 

1. Diminished tolerance to blood loss with in- 
creased susceptibility to shock. 

2. Lowered antibody production and lowered 
resistance to infection, with impaired wound 
healing and tendency toward postoperative 
wound dehiscence and delayed healing of frac- 
tures. 

3. Liver dysfunction and fatty infiltration of 
the liver. 

4. An increase in interstitial fluid leading to 
generalized tissue edema which may affect gastro- 
intestinal anastomosis with delayed emptying. 

5. Weakness, lassitude, mental depression and 
a diminution in the metabolic rate. 

The deficiencies of fat and carbohydrate per se 
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are less well known, but unless sufficient quanti- 
ties are available for energy the protein will be 
burned for this rather than utilized. 

Artz believes that the nutritional requirements 
for the surgical patient are determined by: 

1. The previous nutritional state of the patient. 

2. The nature and severity of the pathologic 
abnormality. 

3. The amount and character of the nutrient 
lost from the body. 

4. The anticipated duration of the injury or 
disease. 

For example, approximately 1 Gm. of protein 
per kilogram of body weight and 30 calories per 
kilogram are needed daily for the normal patient, 
while in severe trauma, as in an extensive third- 
degree burn, the requirements may be three or 
four times this amount. 

Suitable protein hydrolysates are available, 
and suitable carbohydrate solutions are avail- 
able, but a completely satisfactory intravenous 
fat emulsion for intravenous use is not available. 
However, a 15 per cent emulsion in an amount 
of 500 ml. daily for from ten to 14 days has been 
developed and is clinically usable. Intravenous 
fat has the great advantage of providing a large 
number of available calories in a relatively small 
volume of fluid. By the use of present intra- 
venous solutions, it is possible to give a patient 
2,500 calories daily in approximately 3,000 ml. 
of intravenous fluid. (Ann. Surg., 149:841, 1959.) 


Serum Globulin Levels 


KELTZ AND COMSTOCK FOUND that the levels of 
serum globulin tend to be significantly higher in 
Negroes than in white persons (see diagram at the 
right). This finding was a part of an epidemio- 
logic study of sarcoidosis in 197 normal people. 
The higher concentrations of serum globulin 
among Negroes were not related to disease and 
were thought possibly to be a racial characteristic. 
(New England J. Med., 260:1268, 1959.) 


GP December 1959 


Generalized Skin Reaction 

from X-Ray Therapy 
GENERALIZED SKIN reaction following deep radia- 
tion therapy is rarely encountered and even more 
rarely recognized once it has occurred, according 
to Dedick and Whelan. Although the primary re- 
action at the treatment site is familiar to all radio- 
therapists, at least two other types of cutaneous 
reactions can occur: (1) a localized form, so-called 
infectious eczematoid dermatitis confined to the 
irradiated area and adjacent skin; and (2) a rela- 
tively infrequent generalized form, or so-called 
erythema multiforme. 

The authors report three cases of the generalized 
form characterized by a prodromal period of fever 
and malaise following completion of the irradia- 
tion. This prodromal phase lasted from five days 
to six weeks. In no instance was there clinical or 
laboratory evidence of infection or allergy. 
There then followed the development of a diffuse 
morbilliform eruption with severe itching. It was 
noteworthy that the skin reaction appeared to 
spare the area that had previously been irradi- 
ated. Steroid therapy induced an immediate fa- 
vorable response. 

The mechanism of the reaction is not well un- 
derstood at present. An allergic response to a 
toxin resulting from the action of x-rays on norma] 
and neoplastic tissue is postulated. (Radiology, 
72:751, 1959.) 


Mean serum globulin levels in healthy 
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Parathyroid Adenomas 


HEYMAN AND HIS COLLEAGUES report the diag- 
nostic features of seven parathyroid adenomas 
observed during one 12-month period. Six of the 
cases were diagnosed on the urologic service in the 
routine investigation of patients with renal calculi. 
The condition must be suspected and borderline 
serum chemistry changes explored further. A low- 
ered serum phosphorus was equally as important 
in the diagnosis as any evidence of hypercalcemia. 
Twenty-four-hour urinary calcium excretions 
and per cent tubular reabsorption of phosphorus 
were not definitive diagnostic tests but tended to 
corroborate the other laboratory data. In all pa- 
tients the removal of the parathyroid tumor re 
sulted in clinical improvement and a return to 
normal range of the altered serum chemistries. 
(West. Jour. Surg. Obs. Gyn., 67:216, 1959.) 


Diabetic Neuropathy 


ELLENBERG AND KRAIMER have reviewed the 
literature on diabetic neuropathy. They conclude 
that there is widespread disagreement on the 
pathogenesis of diabetic neuropathy, the local- 
ization of histologic involvement and the rela- 
tive intensity of involvement. The authors pre- 
sent a pertinent case, followed for 16 years, in 
whom autopsy findings were available. The pa- 
tient was a 65-year-old male with previous 
episodes of myocardial infarction. Blood sugars 
and urinalyses were normal up to six months be- 
fore death. 

At that time he complained of pain and stiff- 
ness in the back and right lower extremity. 
Vibration sense was absent in both legs, and 
there was weakness and decreased deep tendon 
reflexes on the right and a positive Babinski. 
The glucose tolerance curve was frankly diabetic 
and the spinal fluid protein was elevated. Two 
months later, the clinical signs had largely sub- 
sided. The patient died of a myocardial infarc. 
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tion six months after the onset of limb symptoms. 
Autopsy findings included patchy myelomalacia 
in the right posterior tract of the cord with ar- 
teriolosclerosis in this area, pallor of the pyrami- 
dal tracts, patchy fibrosis of anterior and pos- 
terior roots, and patchy fibrosis with arteriolo- 
sclerosis of the sciatic nerves. 

The lesions in the present case were present in 
the spinal cord, spinal roots and peripheral nerves. 
However, only the root and cord lesions were re- 
cent and presumably associated with the symp- 
tomatology. Although blood vessel involvement 
is commonly advanced as an explanation for such 
changes in diabetics, the authors are unwilling to 
accept this hypothesis. Their objections are based 
on the clinical improvement seen in diabetic 
neuropathy as well as the absence of neuropathy 
in nondiabetics who have advanced arterio- 
sclerosis. The extensive variability of symptoms 
and signs in diabetic neuropathy and the lack of 
a clinical-histologic correlation leaves diabetic 
neuropathy a poorly understood area of medi- 
cine. A plea is made for careful clinical observa- 
tions and an aggressive approach to obtaining 
biopsy and autopsy specimens. (Diabetes, 8:279, 
1959.) 


British Self-Appraisal 

Sir ARTHUR THOMSON, in his Linacre Lecture on 
the evolving status of medicine in England, dis- 
cusses the problems facing British physicians. He 
cites the defects of the National Health Service: 
the division of responsibility between three types 
of authority; the virtual exclusion of the general 
practitioner from the hospital service, and the 
difficulties in changing from one place of practice 
or one type of work to another. Despite all these 
failings and others, Sir Arthur concludes that “it 
is doubtful whether any political measure has 
ever brought so much relief and help to those who 
needed it as the Act which came into operation 
in July, 1948.” (Brit. Med. J., 2:130, 1959.) 
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Special Features 


Fragmentation: A Medical Education Problem 


MAC F. CAHAL, J.D. 


CRITICISM of worldwide tendencies toward in- 
creased specialization and the fragmentation of 
medicine was the theme of many speakers at the 
Second World Conference on Medical Education. 

On the opening day of the Chicago meeting, a 
prominent physician from Central America 
stressed the all-important role of the general 
practitioner in world medicine and strongly con- 
demned the tendency in “‘almost every country” 
of disassociating the general practitioner from 
hospital affairs. 

Dr. Juan Allwood-Paredes, chief, Department 
of Preventive Medicine and Public Health, Uni- 
versity of El Salvador School of Medicine, said he 
believed “the price of the progress of medicine in 
recent times has been the status of the general 
practitioner. 

“As a result of the rapid developments, expan- 
sion and the progressive complexity of medicine, 
as well as the innovations imposed on professional 
practice by the systems of rendering medical 
services to the people,’”’ he said, “the general 
practitioner, in almost every country, has be- 
come increasingly disassociated from the hospi- 
tal, and, above all, from those designated spe- 
cifically as teaching hospitals. 

“The special circumstances in medical educa- 

tion, the social structures and certain policies 
caused by natural tendencies for human progress, 
have formed a barrier, which, like a curtain, 
expands more and more to separate the general 
practitioner from one of his natural sources of 
study and scientific training.” 

Stating that the general practitioner has been 
telegated to “categories of less importance within 
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their society, the hospital, though embarrassed 
by the situation, does not know exactly what 
position to assign him on its teams or what post 
to offer him on its staff.” 

The El Salvador physician said that even 
though science has forced medica] practice to be 
divided into several branches, the objective of 
medical practice remains unchanged. 

Only a superman, he continued, would be able 
to have complete knowledge of all factors asso- 
ciated with disease as a human suffering. 

“Perhaps it is the general practitioner who is 
best qualified to study the patient’s disease in its 
full perspective as a whole since he has acted for a 
long time in a position of friendship and confi- 
dence to the patient and his family. 

“There is no reason why this relation of mutual 
confidence and congeniality between the doctor 
and his patient, which means so much in the 
treatment and prevention of sickness in the 
familiar environment, is not similarly valuable in 
the hospital circle. After all, the patient goes to 
the hospital because his condition is getting 
worse, thus leaving behind his natural environ- 
ment, his home, which is almost always more 
comfortable and soothing. Then, isn’t it in this 
instance that the patient most needs and wants 
his friend, the family doctor?” 

The speaker made a strong plea that the gen- 
eral practitioner ‘‘keep in contact with the hos- 
pital from a practical point of view, as the hos- 
pital is an educational center.” 

“The general practitioner,” he continued, 
“could have a permanent place on the hospital 
team in order to consolidate the principles of a 
comprehensive medical treatment of patients 
while at the hospital, and continue it during the 
posthospital period of their treatment and reha- 
bilitation. 
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Fragmentation: 
A Medical Education Problem 


‘A glance at the diversity of systems providing 
medical services, the traditions in the practice of 
medicine, social and political conditions, aca- 
demic development and medical harmony (both 
professional and organizational) helps one to 
appreciate how far the general practitioner is 
from the feasibility of keeping in permanent con- 
tact with hospitals in order to continue post- 
graduate training.” 


Pillar of Any Health Program 


A Lisbon, Portugal, physician told the assem- 
bled educators that medical service everywhere 
is judged by the qualifications of the general 
practitioner. 

“People depend on his medical background 
and personal ability,” said Dr. Carlos Gomes 
D’Oliveira, assistant health officer and general 
secretary of the Portuguese Society of Internal 
Medicine. 

“Every effort to increase his qualifications is 
worthwhile; state, community and private medi- 
cal institutions should be interested in it because 
a good general practitioner will guarantee the 
best medical service and will be a pillar of any 
health program.” 

Dr. D’Oliveira said that in addition to the 
division of specialties, the changes in medicine 
“have brought other consequences,” even though 
the patient hasn’t changed. 

The fragmentation of medicine has encouraged 
a false method of dealing with the patient, he 
pointed out, adding that during the past decades 
the patient has become ‘“‘a ‘case’ of liver, lung, 
heart or something else,’ and is “no longer a 
‘human’ suffering in his body and soul.” 

“Even the patient himself,”’ the Lisbon doctor 
said, “‘cooperates in this change of medical 
practice, looking for as many specialists as he 
possibly can. ... But the patient is the same as 
he was 50 years ago and needs the same colloquy 
doctor-patient relationship as he did in the time 
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of the family physician. . . . The doctors-to-be § sel 
and the just-graduated doctor must be taught § the 
how to regain for themselves and their patients § is 
the old prestige of medicine.” cia 
He eulogized the general practitioner who ] 
“must be able to give the right advice, diagnose § He 
most accurately and preseribe the best possible § the 
treatment for all sorts of patients.” car 
It was his feeling that postgraduate training for § ver 
general practitioners should take at least 27 : 
_ months. “During that time,” he said, ‘‘new doc- § suf 
tors would see patients in the hospital ward, in § un 
the out-patient departments and at their home, §j ‘me 
getting a real picture of medical practice. We all § gra 
know how different a patient is in a ward andin as’ 
a dispensary or at his home. I 
“Postgraduate training should include internal § soc 
medicine, nine months; general surgery, six § anc 
months, and certain specialties, namely obstet- § pat 
rics, pediatrics, otorhinolaryngology and derma- § ‘ati 
tology, three months each. This training should ff hea 
be acquired on a full-time basis (internship) and § pop 
should not be limited to the faculty hospital but § mec 
available in any efficient official hospital.” infl 
Since ‘‘it is impossible for the general practi- ss 
tioner to master all fields,’ he said, “‘we cannot ff be | 
minimize the real value of specialization and its § ven 
importance in medical service.” Way 
“But,” he added, “the specialists must be ff the 
what the community believes them to be and the § moc 
general practitioners need to depend on their 
proficiency. To become a true specialist, I believe § Prac 
a good training in medicine and surgery must be § Prev 
required. This will narrow the professional view- ff sick 
point, which is possible if he does not have a befo 
sound medical background, the key to correct § will 
interpretation of many apparently local disturb- ff cont 
ances, likely to be misinterpreted.” sf 
also 
Deplores Theoretical Teaching titio 
Claiming that medical students today are over- 0 th 
burdened with theoretical teaching in almost all be 2 
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schools, a Belgrade, Yugoslavia, physician told 
the conference that “‘a good general practitioner 
is indispensable for successful treatment, espe- 
cally in rural and remote areas.” 

Dr. R. M. Tadic, chief, Division for Public 
Health Education, Institute of Hygiene, said that 
the general practitioner today must not only 
carry out medical treatment, but he must also be 
versed in all types of preventive work. 

“Medical students,”’ he said, ‘‘are not given a 
sufficient amount of this kind of training during 
undergraduate education. We feel that the term 
‘medical student’ embraces not only the under- 
graduate curriculum, but the period of internship 
as well.” 

He urged that more study be given to the 
socio-economic factors relating to human health, 
and then outlined how housing, nutrition, occu- 
pational health, environmental health and sani- 
tation and mental diseases affect the general 
health within various segments of the world’s 
population. In each instance, he told how the 
medical student should be familiar with the 
influence of these factors on human health. 

“One part of the internship,”’ he said, “should 
be devoted to practical work in hygiene, pre- 
ventive and social medicine. Organized in this 
way, it would be much more effective and teach 
the future doctor how to carry out the tasks of a 
modern physician. 

“It is now well established that even a general 
practitioner in rural areas must participate in 
preventive work, as well as in treatment of the 
sick. For both activities he should be trained 
before establishing himself in a position where he 
will work alone. The internship is a practical 
continuation of training and should comprise not 
only medical but also preventive work. 

“As to medical work, it should be carried on 
also outside of clinical wards, for a general prac- 
titioner will later on develop his medical activities 
in the field and in the patient’s homes. He should 
be given the opportunity to do it during the 
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An important assembly of medical educators, physicians and 
surgeons from 66 countries studied the many and varied 
problems of medical education after graduation. Conference 
speakers stressed the fact that if physicians are to serve their 
fellow human beings to the best of their ability, they must keep 
up with the changing knowledge of medical science and the 
needs of the times. 


internship under the guidance of experienced 
teachers. That is why his clinical training should 
be carried out not only in hospital wards, but also 
in outpatient clinics and in rural areas.” 


Should Training Be Compulsory? 


Dr. K. H. Backer, University of Copenhagen, 
Denmark, raised numerous questions relative to 
postgraduate training for general practitioners. 
Most of them revolved around the “‘compulsory”’ 
concept. 

“So far as I know,” he said bluntly, ‘‘com- 
pulsory postgraduate education as a prerequisite 
for license as a general practitioner can be en- 
forced only by government,” adding, however, 
that the method in the end depends largely upon 
“‘the influence exerted by the membership.” 

Dr. Backer said that the Danish Sickness In- 
surance System covers 75 per cent of the popula- 
tion and that contracts for general practitioners 
working in this system demand only the legal 
minimum of a one-year internship. 

“Considering the importance of the high stand- 
ards for the general practitioner,” he said, “‘would 
you advise us to demand provisions in our agree- 
ments with the insurance system which would 
make additional postgraduate education com- 
pulsory for general practitioners? Who should 
control compulsory postgraduate education? 

“No planned organized educational program is 
available to the intern in Denmark where he does 
the routine work in the hospital. Of course he 
learns something on his own initiative, but does 
he learn enough? 

“Is this an acceptable system of education? 
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Fragmentation: 
A Medical Education Problem 


Probably not. But his is a problem which is al- 
most universal in its scope. Is the compulsory 
internship year education, or is it inexpensive, 
routine professional service? 

“Is it not advisable to combine the obligation 
to learn with the obligation to teach?” 

Stating that two or three years of postgraduate 
hospital education and training should be a pre- 
requisite for licensure for general practice, the 
Copenhagen physician said that “further educa- 
tion of the qualified general practitioner is of 
great importance in those countries in which a 
sharp division separates doctors who work in 
hospitals and those engaged in general practice.” 
But then he added, “I wish to emphasize that in 
these countries, well-organized postgraduate edu- 
cation of all general practitioners is important 
enough to warrant the consideration of making it 
compulsory.” 

“The government of a country could adopt 
legislation making postgraduate education com- 
pulsory,” he said, “but how could the violators 


_of such a law be punished? It would be an un- 


reasonably severe penalty to revoke the license 
to practice. Of course they could be fined, as in 
many countries the superior health authorities 
do fine doctors convicted of negligence. 

‘‘Would this be a wise method to support? 

“It would seem to me that compulsory post- 
graduate education for qualified general prac- 
titioners would imply that the government would 
assume the expense of this education. Is that a 
desirable development? 

“T wish to stress a most important point. In 
view of the fact that the standard of general 
practice is of such outstanding importance, the 
practitioner who contends that he does not need 
additional postgraduate education is the prac- 
titioner for whom this educational program is the 
most necessary.”’ 

Dr. Backer offered the following questions 
which he urged the conference to discuss: 

1. Can postgraduate education of the graduate 
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wishing to enter general practice be made com- 
pulsory? How can it be made compulsory? How 
many compulsory years should be required? 

2. Is planned, organized education of the grad- 
uate wishing to enter general practice as impor- 


tant as planned, organized education of those 


wishing to obtain a specialist’s license? Is it 
possible to organize such education and how 
should it be planned? 

8. Can postgraduate education for the qualified 
general practitioner be made compulsory? If it is 
not compulsory, how can they be stimulated to 
continue their study? What recognized forms of 
pressure or reward are available? 

4. Is a final examination a desirable require- 
ment prior to issuance of the specialist license? 
What are the pros and cons with respect to the 
current forms of examination? 

5. What obligation do the large general hos- 
pitals have in providing a planned training pro- 
gram for the specialist and the general prac- 
titioner? 


Outlines AAGP Program 


Dr. Malcom E. Phelps, El Reno, Okla., a past 
president of the Academy, presented a strong 
case in behalf of the Academy’s continuing post- 
graduate education program for all physicians. 

“At the present time,’’ he said, “the American 
Academy of General Practice is the only national 
medical organization that enforces postgraduate 
study requirements.” 

He told the conference that a check of medical 
societies and placement bureaus reveals that there 
is approximately five times the demand for com- 
petent general practitioners as there is for those 
doctors who are trained to care for only certain 
segments of diseases. 

“T feel,” Dr. Phelps said, “that it is very ul 
fortunate that many of our finest teachers have 
not had the opportunities of actually practicing 
medicine outside of the cloistered confines of @ 


Volume XX, Number 6 GP 


hus 
pri 
tuc 
co 
pre 
cus 
ex] 
tea 
sit 
pra 
the 
sch 
poi 
‘ 
sou 
des 
con 
cou 
tion 
Tes 
cre’ 
est 
I 
fac 
cial 
the 
sho 
| me 


ym- 


ong 


nal 


huge medical center. Nor have they had the 
privilege of the warm personal contact and grati- 
tude that comes from patients who have been 
cared for in the home or the physician’s office. 

“T firmly believe that if these fine teachers 
could experience those satisfying contacts, they 
would learn that the ailments seen, the problems 
presented and the treatments necessary would be 
vastly different than those which they are ac- 
customed to seeing in the teaching centers. This 
experience would not only make them better 
teachers but would give them an insight into the 
situations that have to be met in the private 
practice of medicine. . . .”” 

Dr. Phelps told the educators he believed that 
the present educational programs in medical 
schools expose the students to specialty view- 
points. 

“To maintain the objective of providing a 
sound, balanced education,” he said, “‘it is highly 
desirable that the student be exposed also to the 
concept of family practice. 

“Because general care is an important part of 
medical practice, medical schools should be en- 
couraged to develop that phase of medical educa- 
tion centered around the patient, his continuing 
care, his environment and the use of community 
resources to the fullest extent compatible with 
the total educational program. The means of 
accomplishing this end are ordinarily at the dis- 
cretion of the administrators and faculties of the 
schools. We believe it is necessary that a general 
practice administrative unit of the faculty be 
established in order to obtain maximum effec- 
tiveness.” 

Dr. Phelps urged that at least a part of the 
faculty of each medical school should be physi- 
clans who are actively engaged in the practice of 
their profession outside of the teaching centers. 

“The secondary function of a medical school 
should be to assist all doctors to improve their 
knowledge and perfect their skills in all areas of 
medicine and surgery,” he said. 
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Academy Executive Director Mac F. Cahal, John G. 
Radford, M.D., member of the Council of the Australian 
College of General Practitioners; John Paul Lindsay, M.D., 
chairman, AAGP Commission on Education; and Ian Grant, 
M.D., president, British College of General Practitioners, were 
among the general practice representatives attending the 
conference. 


“Surveys prove that by first becoming a good 
general practitioner those who later limit them- 
selves to a narrow specialty are more competent 
than those who do not have this broad training. 
The best specialist is he who is best grounded in 
all of medicine. The essence of knowledge is gen- 
eralization. 

“Therefore, the first aim of education should 
be to prepare and to train doctors in the arts and 
skills of general practice. 

“And finally the training of research scientists 
should not eclipse the training of doctors of 
medicine.” 


New Curriculum Needed 


An East Pakistan physician was of the opinion 
that today’s medical curriculum falls short of 
turning out “‘a basic doctor, able to go on learning 
for himself and equipped for further training in 
any direction he may choose.” 

“The aim of education,” he said, ‘‘was to train 
the ‘safe general practitioners’ and stress was 
laid on the physician’s technical skill. The present 
system has served its purpose by supplanting 
the indigenous systems of medicine . . . but it has 
not fulfilled its aim of ‘safe general practitioner’ 
or ‘basic doctor.’ The present method has rather 
equipped medical graduates with technical 
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A Medical Education Problem 


knowledge, but has not generated in them an 
adequate sense of human values.”’ 

The speaker who voiced this opinion was Dr. 
Mohammad Ibrahim, professor of clinical medi- 
cine, Decca Medical College Hospital, Decca, 
East Pakistan. 

He said he believed there was need of a new 
curriculum for “properly” selected medical 
students. 

Statistics, geriatrics, stress syndrome and social 
medicine are displacing the common problems of 
epidemic and infectious diseases day by day even 
in the underdeveloped countries, he said. Dr. 
Ibrahim cautioned that the medical student to- 
day must be “familiar not only with a patient’s 
clinical features, but also with the more impor- 
tant environmental conditions in the home, fam- 
ily and community—not only to determine etio- 
logic factors but jalso to aid in 
progress and cure.’ 

The Pakistanian physician stressed the fact 
that the organization of the curriculum should 
be in conformity with “the challenge of these 
changing concepts.” 

Claiming that much of today’s medical train- 
ing under the “‘old scheme’”’ is out of date, he said 
a feasible way of reorganization was to integrate 
courses with “the idea of producing medical 
graduates grounded in principal methods and 
with an appreciation of the fundamentals of 
medicine.” 

“Anatomy and physiology may be integrated 
so as to create more interest among students in 
their applied aspects,”’ he said. 

Dr. Ibrahim added, ‘“The complexity of medi- 
cal education is increased by the fact that its 
objective is not only the training of the practi- 
tioner, but also the preparation of future teachers 
and research workers. This is especially true of 
underdeveloped countries like Pakistan where 
there is a shortage of personnel in every sphere 
of medicine, general and specialized teaching and 
research.” 
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Two Hazards Threaten Quality of Care 


One conference paper which stimulated a great 
deal of outside interest was given by Dr. J. Wen- 
dell Macleod, dean of medicine, University of 
Saskatchewan, Saskatoon, Canada. 

Dr. Macleod charged that the two biggest haz- 
ards threatening the quality of medical care on 
the North American continent today are too 
much dependence on drugs and a “‘preoccupation 
with the financial aspects of medicine.” 

“The fault,’’ he said, ‘‘is not the doctor’s alone; 
in our technological culture the laying on of heal- 
ing hands has been replaced by instrumentation. 
Large sections of our people clamor excessively 
for x-ray examinations, chemical tests and surgi- 
cal procedures. The confidence in the healing 
power of nature has been displaced by undue 
dependence upon the popular drugs of the 
moment: vitamins, antibiotics, hormones and 
tranquilizers.” 

Referring to the second hazard, Dr. Macleod 
said that one of the contributing factors to 
this trend is ‘our postwar economic prosperity 
with emphasis on dollar success.” 

“The best specialist teachers have overcome in 
their own work the hazard of technical and 
mercenary influence. Their scholarly interest in 
medicine as a whole and their sensitive under- 
standing of human nature ensure that their 
treatment of patients and their teaching of stu- 
dents are in the best tradition of comprehensive 
medicine. 

“On the other hand, too many specialists, even 
on medical faculties, have had a narrow view of 
medicine, and either limited understanding of 
people or failure to apply their psychologic under- 
standing to the problems of their patients. . 

The six-day conference was sponsored by the 
World Medical Association, the World Health 
Organization, the Council for International Or- 
ganizations of Medical Sciences and the Inter 
national Association of Universities. Among the 
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Dr. Malcom E. Phelps, Academy past 
president, told educators attending the 
conference that medical schools should be 
encouraged to develop that phase of medi- 
cal education centered around the patient, 
his continuing care, his environment and 
the use of community resources. 


100 speakers were two Nobel Prize winners, Drs. 
Corneille Heymans, Ghent, Belgium, and Ber- 
nardo A. Houssay, University of Buenos Aires. 

Dr. Raymond B. Allen, UCLA chancellor, 
served as president of the meeting. He read a 
greeting from President Eisenhower. 

“There is an urgent need, throughout the 
world,” the President said, ‘‘for more well-trained 
physicians, nurses and other health workers. 
Only through such personnel can the benefits of 
modern science be brought to bear on mankind’s 
eterna] struggle against disease, suffering and 
death.” 

In his address, Dr. Allen said: ““Every country 
has something unique to offer in its experience in 
medical education. No two schools of medicine 
and their programs are exactly alike. There is 
much to be learned from different experiences, 
and this Second World Conference can only ad- 
vance the welfare of mankind in ways which are 
above political differences, race and creed. Doc- 
tors and educators meet on the common ground 
of the welfare of the individual human being 
wherever he lives. By opening our doors and 
minds and hearts to those who want to come and 
participate, American physicians are taking the 
leadership in teaching others the great advance- 
ments in medical science.” 

Dr. Louis H. Bauer, secretary-general, World 
Medical Association, who opened the conference, 
said there is little doubt the Chicago meeting 
provided a common ground for the free exchange 
of scientific information and experiences among 
countries. ‘In this way,” he said, ‘‘a treasure- 
house of ideas and a compendium of knowledge 
in the broad field of medical education flowed 
from the more advanced countries to those now 
moving into the full light of medical progress.” 


Summary of Conference Work 


. The work of the conference was divided among 
four different sections. At the end of the confer- 
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ence, each section chairman prepared a summary. 

A brief abstract of each summary follows: 

Section I (Dr. E. Hugh Luckey, professor and 
chairman, Department of Medicine, Cornell Uni- 
versity Medical College, New York, chairman): 

“This section was concerned with the objec- 
tives, content and techniques of basic medical 
education, as they apply to the provision of a 
broad base of clinical training for all doctors. The 
participants sought to develop a common under- 
standing and philosophy of education in the 
clinical sciences. It was hoped that the conference 
would formulate objectives, develop broad frame- 
works of content, and establish a basic minimum 
program for clinical experience during this phase 
of medical training. A degree of success was pos- 
sible. . .. The specific curriculum of clinical train- 
ing received special emphasis. There was wide 
agreement that this part of medical education 
should be centered around a series of graduated 
stagesof student participation andresponsibility.” 

Section II (Dr. Oliver Cope, associate profes- 
sor of surgery, Harvard University Medical 
School, Bostor,, chairman): 

“This section considered the problems of the 
postgraduate or advanced training of the general 
practitioner and the various specialists. Agree- 
ment regarding the needs of the specialist was 
relatively easy to reach... . 

“The requirements for general practice are far 
more diverse and therefore more complicated. 
The educational program has more facets. At this 
international conference it became obvious that 
the educational problems are further complicated 
by the special needs of the different countries. 
For example, the practitioner in the tropical 
country needs training in tropical diseases almost 
never encountered in those countries with more 
temperate climates. 

“Excellent exchange of knowledge and opinion 
was obtained. There was general agreement that 
high standards of postgraduate education must 
be obtained and maintained, that simple techni- 
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cal training was not enough to meet the rapid ad- 
vances in medical knowledge. Ultimately many 
changes will have to be made in medical care to 


meet the complicated demands at present placed ~ 


on the shoulders of the general practitioner.” 

Section III (Dr. Thomas B. Turner, dean, 
Johns Hopkins University School of Medicine, 
Baltimore, chairman): 

“This section dealt with the development of 
teachers and investigators. The proceedings in- 
cluded the presentation of 23 formal papers, two 
panel discussions and four periods of general 
discussion. Over 75 physicians and scientists from 
many countries, including Russia, Poland and 
Japan, participated in the discussions. 

“It was agreed that to be a great teacher of 
medicine one must also do research; the two are 
inseparable. One of the paramount questions con- 
fronting the medical profession is how to attract 
the gifted individual to teaching and research, 
and thus provide the seed corn for the next 
generation of our profession. Economic factors 
inevitably play a major role in determining 
whether the able student goes into private prac- 
tice or devotes his life to teaching and furthering 
the development of new knowledge. But other 
factors are important, too; such as early contact 
with great investigators and teachers, opportunity 
to determine his aptitude for medical research, 
- and respect of the community for the scholar and 
scientist. 

“National and international fellowship pro- 
grams have made enormous contributions toward 
increasing the pool of superior medical teachers 
and investigators. . .. These programs should be 
extended.” 

Section IV (Dr. Stanley S.B. Gilder, editor, 
Canadian Medical Association Journal): 

“This section was concerned with continuing 
medical education. The formation of a good doc- 


tor begins practically at his birth and ends with 
his death. This seemed to be the opinion of the 
speakers, for in addition to endorsing the belief 
that medicine is a lifelong study, they agreed that 
the basis of the doctor’s work—human com- 
passion—must be learned in his family circle in 
early childhood. 

“They also endorsed the suggestion that in 
training the modern doctor, far too much em- 
phasis was placed on teaching technical know- 
how, and far too little on preparing the general 
practitioner for his traditional role of guide, 
philosopher and friend to the families he cares 
for. 

“The undergraduate student must be given an 
impulse to continue studies, or, in other words, a 
thirst for knowledge, by his teachers or he will 
not see the need for adequate study after his 
graduation. He must also be made to see the 
importance of the humanities and social sciences 
right through his student life. . . .” 

Dr. Ward Darley, executive director of the 
Association of American Medical Colleges, closed 
the meeting with an over-all] summary of the 
conference and suggested that a “responsible and 
knowledgeable group” be brought together to 
study the files and final reports of the first two 
conferences. (The First World Conference on 
Medical Education was held in London, 1953.) 

“This specially-appointed group could extract 
from these conferences everything that can be 
used toward improving international medical 
education,”’ Dr. Darley said. 

He also said that it was good to learn that 
physicians the world over are concerned with the 
importance of preserving the doctor-patient rela- 
tionship ‘‘as a bulwark against the systematiza- 
tion and impersonalization that seems to be 
creeping into so many aspects of medical care and 
education.” 
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THE HON. THOMAS B. CURTIS 


The following article is a speech, 
delivered by the Hon. Thon.1s B. Curtis, 
member of Congress from Missouri, 
during the State Officers’ Conference, 
September 27, 1959, Kansas City, Mo. 


THE American people seem to be genuinely con- 
cerned about inflation. The genuineness of their 
concern is borne out by the fact that they now 
relate inflation to federal governmental expendi- 
tures and federal taxes. 

There was a time when a political philosophy 
of tax and tax and spend and spend did mean 
elect and elect. That was in the days when the 
wealth in the United States was distributed in 
sufficient disproportion that those on the short 
end of the stick looked upon the federal govern- 
ment as an efficient device for redistributing the 
wealth. And those on the short end of the stick 
were in sufficient number when, united by a com- 
mon purpose, they became the majority at the 
elections. 

_However, today, with the wealth more evenly 
distributed and certainly the federal tax load 
being placed primarily on the overwhelming ma- 
jority of the people instead of on “‘the rich,’’ it 
has become apparent that the federal government 
ls no longer the efficient device for redistributing 
the wealth that it once was. At least the federal 
government in bringing about redistribution is 
no longer redistributing from richer to poorer, 
but in accordance with no recognizable formula 
(unless it is of one from those who have learned 


GP _ December 1959 


As a Congressman Sees Medicine’s Problems 


to use political power to those who have not 
learned to use political power). However, redis- 
tribution in accordance with such a formula is 
hardly one that will gain the support of the ma- 
jority of the people at the polls. Quite the con- 
trary—as it becomes more widely known that 
this is the effect of federal government redistribu- 
tion of wealth, the majority of the people will 
oppose the political philosophy of federal expendi- 
tures and federal taxation, unrelated as it has 
been to what the expenditure is for and unrelated 
to the efficiency with which federal expenditures . 
achieve the purpose sought. 


Counteracting Emotion—First Step 


What I have said, and I believe it is true, 
should be a source of great comfort to the medical 
profession in its fight against what it has properly 
defined, in my judgment, as socialized medicine. 
If what I have said is true, then we can begin to 
discuss the question of federal expenditures on 
the basis upon which they should be discussed 
and not upon the emotional and irrational basis 
of the past which springs from the cultivated 
belief that almost any federal expenditures meant 
a redistribution of the wealth from those who 
have to those who have not. 

I have not said that the medical profession has 
won its fight against the various projects to have 
the federal government spend federally-collected 
taxes in the medical field; I have merely stated 
that now the medical profession can have a ra- 
tional public debate on the merits and demerits 
of federal expenditures in these areas. They will 
no longer be fighting against a hidden but power- 
ful emotion in the breasts of the majority of the 
American people who looked upon any federal 
expenditure as being of some personal benefit 
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inasmuch as they were not the ones who paid 
for it. 

It will be noted that the old New Dealers, to- 
day’s reactionaries who want to go back to the 
old days of spend and spend and tax and tax, still 
use indigency as the vehicle to get most of their 
programs enacted into law. Although some of the 
younger (in years) members of this reactionary 
crowd, realizing that indigency in the United 
States has not the meaning that it had in the 
1930’s, have latched onto another vehicle upon 
which to carry their program of spend and spend 
and tax and tax. The new vehicle they seek to 
employ is the fear of Russia. 

It is important to realize that these middle 
Twentieth Century reactionaries are not so lack- 
ing in intelligence or so full of wishful thinking 
as to construct their vehicle out of an impossible 
pumpkin. There still is such a thing as indigency 
and it is a real social problem. There is such a 
thing as the Russian threat. The important ques- 
tion is whether they will be able to use the prob- 
lem or the threat in such a way that rationality 
again gives way to emotion so that federal ex- 
penditures become synonymous with solving the 
problem or the threat. 

Does anyone question that this is occurring? 
I am certain if they had listened to the congres- 
sional hearings and the floor debate on these issues 
over the past ten years, they would see this subtle 
switch on the part of many of the same people 
from indigency to Russia. 

It is true that there is another emotion tied 
into federal health programs—that is the emotion 
of all human beings to regard death and disease 
as a social and (even more important) a personal 
enemy. What must be done with this emotion is 
the same that must be done with these other 
human emotions. Channel it into the right direc- 
tion. Do not let the Neo-Federalists, the mid- 
Twentieth Century reactionaries I have previ- 
ously referred to, make federal expenditures syn- 
onymous with fighting the enemy. I am afraid 
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they have already made considerable advance- 
ment toward achieving the synonymity. The 
enormous increases in the appropriations to the 
National Institutes of Health, in my judgment, 
result primarily from their achieving this end. 

But in meeting this problem, it is important 
to realize that counteracting the emotion is only 
the first stage of action. Counteracting the emo- 
tion only puts us in a position of rationally de- 
bating the question of how does our society best 
meet the social enemy, disease and death? If not 
through federal expenditures, how? 

Indigency, Russia and disease. The quacks say 
the patent medicine federal tax money, if taken 
in sufficient quantity and often enough, will cure 
all three, and a number of minor ailments as well. 
An analysis of this patent medicine reveals that 
it is heavily laden with opium and the well being 
that seems to follow after immediate dosage stems 
from a deadening of the senses, not a deadening 
of that which alarmed and activated these warn- 
ing senses. Opium is a valuable drug when used 
properly and under careful direction and, coming 
out of the metaphor, it is important that we don’t 
condemn federal spending per se simply because 
some of us see the damage it has caused and may 
cause in the future. It is important only that we 
rationally consider when federal spending can 
and should be used and when it should not be 
used. 


Inflation and the Cost of Living 


I want to discuss another public emotion which 
the doctors must face in dealing with the prob- 
lems involved in the relationship of their profes- 
sion to the government. Now that the people are 
alerted to the dangers of inflation, they have be- 
come concerned with the cost items of the goods 
and services they purchase which go to make up 
the cost-of-living increases which they assume are 
identical with inflation. 

Indeed, the general public is not alone in con 
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sidering cost-of-living increases as inflation per se. 
Many professional economists seem to view the 
two phenomena as interchangeable. I shall. dis- 
cuss the difference between the two with particu- 
lar reference to medical costs. I am certain the 
medical profession is aware of the fact that doc- 
tors, hospitals, the pharmaceutical industry and 
other industries related to health have become to 
some extent, the béte noire of those who are now 
shouting about cost-of-living increases. 

Indeed, the Neo-Federalists perversely use this 
increased cost item as a further argument to con- 
centrate more power in the federal government. 
Nothing that will serve to increase the power of 
the federal government seems to escape their 
hungry eyes. They are in the forefront, crying 
that the federal government has to regulate these 
costs in some way or other to keep them down. 
At the slightest indication of an economic dis- 
turbance they urge price controls. So effective 
have they been in their propaganda that in a re- 
cent Gallup Poll the majority of people who, when 
asked which political party they thought was most 
concerned about keeping prices down, stated the 
Democratic Party over the Republican Party. 
The Neo-Federalists, being almost completely 
within the Democratic Party, can claim credit 
for this image through their propaganda in advo- 
cating price controls. 

Costs of hospital service, doctors, drugs and 
nursing service all have increased more rapidly 
since World War II than probably any other set 
in the cost-of-living indices. But costs are only 
one side of the coin. The other side of the coin is 
the quality of the product or the service one buys. 
In the cost-of-living index a day at a hospital is 
the same, whether the day was spent in 1920 or 
1959. But does one get the same results for a day 
in the hospital in 1959 that one got in 1920? 
Hardly so. Improved equipment, medical knowl- 
edge and drugs mean that the average stay in a 
hospital is quite a bit less, and the number of those 
who emerge from the stay on their own feet in- 
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Indigency, Russia and disease are the banners the Neo- 
Federalists carry in their war of tax and tax, spend and 
spend. 


stead of in a box is considerably higher. Further- 
more, the vast majority of our people utilize 
hospitals today when formerly it was almost a 
luxury reserved for people with adequate means 
and those located near urban areas. 

Inflation in its economic sense means ei 
the currency. In theory, the same thing costs 
more because the dollar has changed its purchas- 
ing power. Increased cost of an item might be 
inflation, but it also might be the result of an 
improvement in quality. If the item has been im- 
proved it is axiomatic that there has been some 
cost for that improvement. This cost will be re- 
flected in the price of the item, or absorbed in the 
saving resulting from increased productivity in 
the manufacture and distribution, or absorbed 
in the saving resulting from greater production 
(which is similar to increased productivity). 

Undoubtedly there has been some saving in the 
human health industries resulting from increased 
productivity and from the efficiency gains of 
larger productions since more people buy health 
services these days. On the other hand, this is a 
field in which there has been a tremendous tech- 
nological improvement. The rate of improvement 
has been so great that it can appropriately be 
called a revolution. Rapid economic growth of 
this sort carries with it an increased amount of 


195 


le 
it 
ly V 
0- 
st 
Ly 
on 
re 
ll. 
at 
ng 
ns 
ng 
ed 
ng 
n't 
se 
ay 
we 
van 
be 
ich 
ob- 
fes- 
are 
be- 
ods 
up 
are 
con- 


As a Congressman 
Sees Medicine’s Problems 


obsolescence—not just obsolete equipment and 
tools, but also obsolete human skills. Further- 
more, rapid growth such as this is based upon 
increased research, development and education. 
All of this costs considerably. It costs a great deal 
more at the time it is going on than the savings 
resulting from increased productivity. This is the 
period in which we are now. 

The question the public should be asking them- 
selves about medical costs is not the question of 
what the increased cost is, but is what they are 
getting worth the cost. In the field of health I 
doubt if anyone, upon analysis, regrets the ten 
dollars a bottle we pay for one of the new “‘my- 
cins.” Certainly, he could still buy a patent medi- 
cine (which makes even greater claims to health 
than the wonder drugs) for a dollar a bottle. But 
he spends the dollar, or the ten dollars, out of 
choice. 

So having discussed the factors which the advo- 
cates of socialized medicine have been using as 
arguments for their program—indigency, Russia, 


Caring for the problems of human indigency is by no means 
beyond the abilities of the 98 ver cent of the American people 
who are not indigent. 
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disease and cost—and having pointed out that 
these are emotional and unreal arguments, the 
question ‘‘How does our society move ahead in 
combating the real problems of indigency, Russia, 
disease and cost?”’ still remains. 


Combating the Real Problems 


First of all, we must recognize that the paths 
to attaining these goals are not, in all instances, 
the same path. Indeed, the path to decreased 
costs is definitely going in a different direction 
from that of combating disease and staying ahead 
of Russia. Combating disease and staying ahead 
of Russia requires more, not less, technological 
advancement. It requires more education, re- 
search and development and will bring in its wake 
more obsolescence, not less. All of these items 
are bound to increase costs and so aggravate 
the indigency problems as well as cost problems. 

In respect to the first two goals, our society, 
through the private hospitals, privately operated 
medical profession, the private pharmaceutical 
industry and the private nursing profession, has 
done an amazing job over the past few decades. 
Never in the history of the world has there been 
such advancement in combating disease. I see no 
argument or reason whatsoever for stating that 
we are not “going fast enough’”’ through our pres- 
ent setup. The arguments for more federal ex- 
penditures in this area seem without foundation. 

Indeed, by going as fast as we have in this area, 
we have aggravated the problems of cost and in- 
digency. Our people now live 15 years longer due 
to the advancements in technology in the health 
field, but there has been no planning for financing 
these extra 15 years. When our people over 65 
today were starting out their productive lives, 
they based their savings (consciously or uncon- 
sciously) upon the average life expectancy. In- 
creased cost of living both from increased stand- 
ard of living as’ well as unadulterated inflation 
has badly damaged what planning they could do, 
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entirely apart from the extra 15 years they un- 
expectedly have been called upon to finance. 

The federal government by its own default in 
properly handling the fiscal affairs of the nation 
has aggravated the problem almost as much as 
technological advancement has. The federal gov- 
ernment’s basic contribution to economic affairs 
is to maintain the dollar as an accurate measuring 
stick of human labor, ideas and savings. I think 
before we call upon the federal government to do 
anything more in the field of solving the problem 
of cost, we need to call upon it to do its basic job 
to preserve the dollar as an accurate measuring 
stick. If the federal government does not do this, 
it is almost impossible to solve the problem of 
cost. 

Advocates of the federal government entering 
the field of solving the increased cost problem 
claim that this must be done to spread the costs 
among all of our citizens. I asked the AFL-CIO 
representative at the recent Forand Bill hearings 
what difference there was between federal gov- 
ernmental insurance and private insurance. Al- 
though he had been spending a great deal of time 
testifying on the Forand Bill, he suddenly dis- 
covered that he was taking time from other wit- 
nesses. He stated that he didn’t think he had 
time to answer this question. 

This is a basic question. What is the difference 
between spreading the risk through federal insur- 
ance and spreading the risk through private in- 
surance companies? First of all, the private insur- 
ance companies must deal with people who can 
afford to pay for the insurance; therefore, they 
cannot solve the indigency problem. Should the 
problem of indigency become involved in the 
problems of spreading risk among the bulk of our 
citizens who are not indigent? I think not. In 
fact, by failing to separate the indigency-problem 
from the problems of insurance we damage our 
Progress in meeting both indigency and cost 
problems. 

There is a second difference between federal 
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insurance and private insurance. Whichever sec- 
tor of the society is used, either government or 
private, an insurance program requires capital 
formation. There is only one way for the govern- 
ment to acquire capital—through taxation. But 
any time government provides the capital forma- 
tion, it withdraws both the capital and the insur- 
ance operation itself from the tax base. It makes 
the problem of future taxation more difficult. 
Furthermore, and possibly even more important, 
in insurance capital formation, the capital must 
be invested. Government cannot, or let’s say, has 
not up to this time, invested in anything other 
than its own securities. Private enterprise, on the 
other hand, properly invests in the economic 
growth of the society. The government invest- 
ment is sterile, as well as withdrawn from the 
tax base. 

Furthermore, there is a great danger in govern- 
ment capital formation. A realization of the ste- 
rility of government investment in its own securi- 
ties has stimulated the Neo-Federalists, who are 
always looking for any argument to place more 
power in the hands of the central government, to 
suggest investment in federal public works bonds. 
Up to date, I have always left this subject with 
the statement, “I leave to your imagination the 
complications and economic damage that would 
result from the government’s going into the in- 
vestment field.” I still leave it to your imagina- 
tion, but I am afraid the time is not far off when 
somebody must spell out in detail just what this 
damage is. The Neo-Federalists are pushing their 
theme. 

I am satisfied that the private insurance com- 
panies have been doing a tremendous job meeting 
the problem of spreading costs in the health field. 
However, the job has not been sufficiently good 
enough to keep up with the needs resulting from 
the great technological revolution in that field. On 
the other hand, I believe we are reaching a pla- 
teau, and future advancements will not be as 
great as those in the past. This will give us some 
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chance for a breather. In all of the advancements 
extending the length of life expectancy there has 
been no extension of the total life span of man. 
It still remains around 115 years. All of the ad- 
vancement has been in the area of having more 
men and women approximate the goal of 115 
years. Death, rather than disease, is the social 
enemy. But now that death is being unmasked, 
the philosophers are again raising questions as to 
whether death is the social enemy we have all 
assumed it is. We have made these assumptions 
in direct conflict with the religion we profess, 
which does not regard death as a social enemy. 
Sudden death through accident or disease, yes, 
but accident and disease are the enemies, not 
death. 


The Question of Indigency 


I was greatly impressed with the AMA repre- 
sentatives’ testimony at the Forand hearing when 
they pointed out that inadequate health services 
were peculiar on a geographic basis, not on a basis 
of human chronology. In other words, where 
there were inadequate hospitals and doctors’ care, 
all persons, regardless of age, felt the brunt of 
this inadequacy, not just the aged. Where the 
medical facilities were good in a community, all 
the community benefited from these good facili- 
ties, regardless of age. 

This, to my mind, quite clearly points out that 
treating indigency on the basis of age is the wrong 
way to attack the problem. For this reason, the 
Forand Bill, which seeks to treat inability to pay 
for health facilities on the basis of age, is basically 
in error. It will hurt rather than help the problem 
of indigency. Because the Forand Bill mixes indi- 
gency up with spreading the costs of those who 
are not indigent, it hinders the solution of the 
indigency problem and it also hinders the solu- 
tion of the cost problems which the 98 per cent 
nonindigents have. 

Indigency should not be proliferated according 
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to age or according to health, housing, education, 
food or anything else that is a human necessity 
or want. If a person is indigent, that person is in 
need of whatever housing, health, food (and pos- 
sibly love and affection) he lacks. Indigency must 
be dealt with on an individual basis. It must not 
be confused with other social problems or it will 
damage the solution of these problems and not be 
helped itself. What are the causes of indigency? 
It can be community indigency or it can be indi- 
vidual indigency. The two are separate problems 
and likewise should not be confused if we wish to 
solve them. Community indigency is largely a 
problem of economics and should be kept in the 
field of economics for solution. The federal gov- 
ernment can be of real assistance in solving the 
problem of community indigency, primarily by 
working on the economic “‘climate’’—not through 
direct intervention. Direct intervention can cre- 
ate more problems than it solves. 

Individual indigency is a separate thing and we 
must ponder over it more than we have. Jesus 
said the poor shall be always with us. I believe 
I understand what He meant, and it wasn’t com- 
munity poverty He was referring to. I believe He 
was referring to the poor of mind or those poor 
in talents. We do have and always will have 
many people with I.Q.’s below 90; people capable 
of mingling in society, appearing to be as normal 
as anyone else. Yet due to their poverty in human 
talents, they are a prey of anyone who would take 
advantage of them. I believe the poor must be 
cared for on an individual, rather than upon a 
political, basis. Administering to the poor has 
always been a great weapon for politicians in con- 
trolling elections. Administering to the poor 
should be a matter of charity, not politics, and : 
I use the word charity in its finest sense. 

T believe the poor, or the problem of individual | 
indigency, should be left essentially to our com: 
munity chest agencies and to our churches. Gov: | 
ernment can help the indigent through the me- 
dium of these private agencies. | 
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Fortunately, the problem of community indi- the problems ‘‘of the poor’’ from being confused 


y gency is being solved in the United States. There with other problems. 

in is much still to be done, but I believe our society Much needs to be done in the field of health, 

S- is getting on top of this problem. Caring for the but much is being done. The goose which pro- 

st problems of human indigency is by no means duces the golden eggs must be nourished and 

ot beyond the abilities of the 98 per cent of our cherished. The impatience and greed which the 

ill people who are not individtally indigent. To do Neo-Federalists exhibit end only in death and 

be this, we must keep our thinking straight and keep no more golden eggs. 
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vV- Formulas A SIMPLIFIED METHOD of infant feeding, using evaporated milk and hot tap water with 

he or without added carbohydrates, saves time and is safe. 

“ Made Easy Drs. Carl C. Fisher and Mark A. Whitman, Department of Pediatrics, Hahnemann 
h Medical College, report that the method avoids the need to sterilize or reheat the 

8 bottle before feeding. 

sl The procedure is as follows: , 

1. All bottles, nipples, spoons and a funnel are thoroughly rinsed with hot tap water. 
we 2. Hot tap water in the amount specified for the individual infant is then run into 
sus the clean bottle. 
ave 3. If an added carbohydrate is desired, this is then added to the water and mixed 
m- well. 

He 4. The specified amount of evaporated milk is next added with proper precautions 
oor as to cleansing and opening the can. 
ave 5. The nipple is placed on the bottle and the infant fed as soon as possible thereafter. 
ble Approximately 30 mothers who volunteered to try this method were pleased with 
| the ease of preparation and considered it to be a significant timesaver. ““The use of 
ni hot tap water in the mixtures saved additional time since the necessity of reheating 
han the bottle before feeding was eliminated,” the authors said. 
ake “The gains in weight of infants fed formulas so prepared showed no statistical dif- 
, be ference from those who received sterilized formulas. There was no evidence of gastro- 
n a intestinal infection in either group.” 
has This simplified method should be confined to single feedings, “‘with all unused por- 
-on- tions of each bottle to be discarded immediately,”’ the pediatricians emphasized. The 
oor partly used can of evaporated milk should be refrigerated immediately ; no milk should 
and be used from this can more than 24 hours after it is first opened. 

If the water is from any source other than a safe city or suburban water supply, the 
jual pediatricians advised that the water be boiled separately for five minutes before using. 
a. Bacteriologic studies showed that single feedings prepared from sterile evaporated 
. | milk and hot tap water, immediately refrigerated, remained sterile for an indefinite 
10V- period (beyond 24 hours). In contrast those similarly prepared with homogenized 
me- grade A milk showed an increased bacterial count, although there was no evidence 

that these were pathogens.—Journal of Pediatrics, July, 1959. 
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THE CRITICS of pharmaceutical advertising are 
becoming more numerous and more vociferous. 
They are to be found everywhere—among the 
public, in federal and state agencies, Congress, 
medical associations and Better Business Bureaus. 

Criticism of advertising reached its peak in the 
recent past, as reflected in numerous reports in 
Advertising Age, Drug Topics and Drug Trade 
News. A study of these magazines reveals a vast 
mosaic of a problem in which many people have 
a vital role—the industry, the advertising profes- 
sion, various media, all the above-mentioned 
critics and the public in general. Related in- 
terests are also crowded into the spotlight, e.g., 
dentifrice manufacturers and the cosmetics and 
tobacco industries. 

To study these advertising problems is to be 
impressed with the multiplicity of charges and 
countercharges. For instance, the Federal Trade 
Commission, which has criticized advertising 
practices, has been on the receiving end of some 
scathing criticism from a congressional subecom- 
mittee. The subcommittee, in turn, has received 
its share of criticism from certain industry 
spokesmen and from others who believe that 
-congressional investigations are often politically 
motivated. 

In another part of the mosaic, certain pharma- 
ceutical advertisers have come to their own de- 
fense against what they consider unwarranted 
criticisms. And Drug Trade News, in its editorial 
columns, has urged the industry to get its own 
story to the public and to give its advertising a 
“frank and openminded study, to be sure that it 
is not subject to any fair or just attack.” 
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Spotlight on Pharmaceutical Advertising 


FTC Fights False Impression 


The FTC has broad power to prevent the dis- 
semination of false or misleading advertising to 
the general public, and more circumscribed power 
regarding advertisements directed to the medical 
profession. 

The commission, which is directly responsible 
to the President, acts upon the complaint of a 
competitor or on the basis of its own investiga- 
tions. Complaints are strictly confidential and 
are aired before a trial examiner. Federal courts 
will consider violations of commission ‘‘cease and 
desist’’ orders or appeals from commission orders. 
However, many controversies are settled through 
direct negotiations between the commission and 
the respondents. 

Information gleaned from advertising journals 
reveals that some FTC attacks have been di- 
rected against weight reducers, hair growers, 
hearing aids and pain relievers. 

The country has been saturated with so-called 
weight reducers. FTC complaints struck at ads 
which allegedly created a false impression that a 
given amount of weight could be lost in a speci- 
fied time by using a specific product—or that 
weight could be lost without dieting. In another 
case, the FTC charged that certain weight 
reducer ads falsely claimed government en- 
dorsement. 

Certain hair aid advertisers were charged with 
false representations, e.g., that their products 
would grow hair on bald heads and cure dandruff. 
The commission directed that ads prepared by 
an Oklahoma City agency must not only reveal 
that the preparations are ineffective against 
“male pattern baldness’ but must also reveal 
that male pattern baldness accounts for most hair 
loss problems. This is the principle of ‘‘affirma- 
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The trend toward self-medication has been encouraged by cer- 
iain marketers of over-the-counter remedies. This trend is 
viewed with alarm by members of the Academy, the AMA and 
other interested health organizations. 


tive disclosure.’’ Without this disclosure, the 
commission argued, the prospective purchaser 
would be deceived. 

Professional criticism also has been directed 
against dentifrice advertisements that claim their 
product will “protect teeth all day long.”’ The 
ADA claims this tears down their campaign to 
promote good dental hygiene. For this reason, the 
ADA has urged the government to adopt “legal 
remedies and procedures to shift the burden of 
proof from the government to the advertiser.”’ 

In May, 1959, probably for the first time in 
history, the FTC filed a complaint against a 
pharmaceutical manufacturer for its ‘“ethical’’ 
advertising to members of the medical profession. 
The case, also publicized in Saturday Review, 
Involved a Pfizer ad which used fictitious names 
of doctors on calling cards (illustrating the vari- 
ety of practitioners who might use a certain 
antibiotic). The FTC claimed that use of the 
fictitious names misled doctors. The Saturday 
Review article censured pharmaceutical com- 
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panies for the ‘‘massive advertising pressure’”’ 
applied to physicians, for “exaggerated claims 
and concealment of possible side effects which 
have contributed to indiscriminate dosing.’’ The 
company defended its advertising practices in 
general, but conceded that this one ad may have 
been misleading. 


Others Alarmed by Medical Advertising 


The prevalent practice of self-medication does 
make review of medical advertising an urgent 
matter. The Academy’s immediate past presi- 
dent, Dr. Holland T. Jackson, thought this sub- 
ject important enough to warn his colleagues 
about it at the San Francisco Assembly. He 
said, “For many years, there has been a warm 
and cordial relationship between ethical drug 
manufacturers and the medical profession, and I 
again commend this industry for its splendid 
efforts. I only regret that these honest efforts 
must be periodically sullied by the wild and 
absurd claims of Madison Avenue hucksters who 
would have our patients believe that any disease 
or malady can be cured by a widely-advertised, 
over-the-counter remedy.” 

Many other persons concerned with the public’s 
health are alarmed by promoters who try to cash 
in on the public interest in tranquilizers and other 
highly-touted remedies. 

HEW Secretary Arthur S. Flemming has 
strongly criticized both proprietary drug adver- 
tising and ethical drug literature. Dr. Harold 
Aaron, medical consultant to Consumers Union, 
has called proprietary drug ads ‘‘a disgrace to the 
United States.”” Dr. Aaron is editor of a new 
medical newsletter being offered to doctors. 
Medical Letter on Drugs & Therapeutics is de- 
signed to provide doctors with evaluations of new 
drugs. The first issues indicated that Dr. Aaron 
will take a highly critical look at many drugs and 
the claims made for them. 

The AMA’s communications division has 
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Spotlight on 
Pharmaceutical Advertising 


noted an effort by most major manufacturers of 
over-the-counter preparations to improve the 
efficacy of their products. The Proprietary As- 
sociation offers an advertising code for its mem- 
bers, and the AMA report noted some significant 
changes since the growth of the pongriciery 
industry. 

At the same time, however, the AMA said 
there are still some fraudulent and dangerous 
products on the market. A resolution adopted at 
this meeting condemned advertising themes 
which urged self-medication for the common 
symptoms of indigestion, anemia and constipa- 
tion. The resolution declared that such advertis- 
ing may postpone medical diagnosis of serious 


om 


One of the FTC targets has been the false representations of 
hair aid advertisers. The agency charged that only scalp ex- 
perts would know that the advertised products were ineffective 
in 90 per cent or more of all baldness cases. 
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Some of the state governments, also alarmed 
by certain advertising trends, have taken defini- 
tive action. In Arkansas, Florida and Alabama, 
a regulation has banned ads for prescription 
drugs. The Arkansas Board of Pharmacy stated 
that such advertising induces a greater demand 
by the public than is warranted and is harmful to 
the public’s health and safety. 

In other action, the states of Indiana, Ohio, 
California, Texas, Kansas and Florida took steps 
to stamp out misleading cigarette advertising. 
Media were asked not to carry advertising for 
“Trim” cigarettes, and in Indiand state authori- 
ties confiscated $15,000 worth of those particular 
cigarettes. Makers of ‘“Trim’’ had advertised that 
the cigarettes would curb appetites and cause 
smokers to lose weight. 

The National Association of Retail Druggists 
has furnished the nation’s radio-TV stations with 
public service announcements pointing out the 
dangers of self-medication and overdoses of non- 
prescription drugs and medicines. 


Keep Close Tab on TV Commercials 


Television’s ‘‘men in white coats’’ (actors im- 
personating doctors on. TV commercials) suc- 
ceeded in attracting a great deal of attention— 
but considerable agitation among those in- 
terested in protecting the public from deceptive 
advertising. 

As one example, the FTC issued a consent 
order prohibiting a company from using ‘‘white 
coat’”’ ads implying that doctors generally recom- 
mend ‘“‘Rolaids” as a relief for acid indigestion. 
At the same time, the commission prohibited 
claims that stomach acid or concentrations of it 
can burn a hole through a cloth napkin (a con- 
sent agreement is for settlement purposes only 
and does not constitute admission by the respon- 
dents that they have violated the law). 

All 350 of the FTC’s professional staff have 
been designated as unofficial leisure-time scouts 
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to watch for questionable radio and TV com- 
mercials. 

On January 1, 1958, the National Association 
of Broadcasters banned the “actor doctors.” 
Then, medical societies began worrying that real 
physicians might be used in TV commercials. In 
fact, the NAB’s amendment to its television code 
provided that “dramatized advertising involving 
statements or purported statements by physici- 
ans, dentists or nurses must be presented by 
accredited members of such professions.’’ How- 
ever, the amendment failed to include represen- 
tation of pharmacists in the ban. 

Subsequent to this amendment, certain doctors 
in New York were approached with tempting 
offers to appear on TV commercials. The New 
York County Medical Society urged its members 
not to yield to these lucrative offers, reminding 
them of the by-laws which state: “Participation 
by physicians in commercial broadcasting is not 
disapproved, providing that the physician does 
not endorse the products of the organization 
sponsoring the broadcast.” 

Accredited members of the nursing profession, 
meanwhile, have been prohibited from appearing 
in any commercial announcements. 

Under a liaison agreement, the Federal Trade 
Commission keeps the Federal Communication 
Commission informed of complaints and orders 
that involve products advertised onradioand TV. 
As former FTC Chairman John Gwynne has said, 
Congress would never be able to appropriate 
enough money to handle all these matters on a 
case-by-case basis, so the commission must select 
_ cases with the greatest economic impor- 

ce. 

FCC Chairman John Doerfer, who recently 
called on advertisers to keep within bounds of 
the NAB code, says the FCC exerts a great deal 
of influence through the “lifted eyebrow tech- 
nique.” No radio or television station actually 
has been punished for violations of the code as a 
result of the FTC-FCC liaison, but notices of 
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Some cosmetics advertisers were singled out by the FDA for 
taking advantage of the public interest in the new tranquilizing 
drugs. Certain cosmetics were represented to have a tranquiliz- 
ing effect on the skin, as well as beneficial action for emotional 
tension and fatigue conditions. 
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complaints have been sent to 143 stations 
throughout the country. 

A voluntary approach to help eliminate objec- 
tionable advertising is also endorsed by interested 
groups such as the AMA and the National Better 
Business Bureau, as well as the FTC. Earl W. 
Kintner, who became chairman of the FTC last 
June, points out that the commission makes 
every effort to spell out what, in its opinion, the 
law forbids, which goes a long way toward elimin- 
ating violations of the law due to ignorance and 
misunderstanding. He points out that the com- 
mission is most effective when wielded by the 
businessmen alert to the safeguards the law 
provides. 

On the Washington level, other agencies help 
to combat deceptive advertising, and apparently 
even the drug industry is sometimes confused as 
to whether a case will be handled by the FDA or 
the FTC. However, FDA Commissioner George 
Larrick has explained that the FDA handles 
labeling and the FTC, advertising; if it is in be- 
tween, they talk it over. 
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Spotlight on 
Pharmaceutical Advertising 


Post Office Department officials have -juris- 
diction over false and deceptive advertising sent 
through the mails. They say that many swindles 
are hard to stop because promoters can blanket 
the country with claims that pay off very quickly. 
Often by the time federal authorities can issue a 
cease and desist order, the promoter has ex- 
hausted the market and is ready to stop anyway. 


FTC ‘Too Slow’ 


Criticism of FTC operations has come from 
many sources. A member of the New York bar, 
Sidney A. Diamond, describes FTC operations 


The men in white coats were terribly annoying to members of 
the medical profession and the agencies regulating advertising. 
On January 1, 1958, the National Association of Broad- 
casters amended its code to prohibit actors from portraying 
doctors in commercials. 
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as “notoriously slow.’ Violation of an FTC 
order, he stated, in an Advertising Age report, 
carries stiff penalties, but the commission can 
only issue a cease and desist order. It does not 
have the authority to collect damages, fine an 
offender or take his profits away. 

The attorney states that in private hands, 
court proceedings are much swifter and more 
drastic. If the issue is important enough to jus- 
tify the expense, the overloaded FTC staff can 
be by-passed through litigation. 

A recent U.S. court decision upholding an 
FTC order illustrates the slow march of govern- 
ment action in these cases. The case against 
“‘Carter’s Little Liver Pills’’ was initiated by the 
FTC in 1943. The commission held a total of 149 
hearings to prove its contention that the adver- 
tising was “false and misleading’’—that the pills 
have no therapeutic action, effect or influence, 
corrective or otherwise, on the liver. 

It has been estimated that this case cost the 
government and Carter about $1 million apiece. 
Hearings were held in six different cities, with 
the transcript totaling 11,197 pages. 

In 1945, FDA Commissioner Paul Dunbar 
complained to Congress about these “‘undue de- 
lays.” He said that if the seizure had been per- 
mitted to go to trial, it would have been con- 
summated within a few weeks, or even in the 
case of appeals, would have been final by 1945. 

The FTC order to take the “liver” out of 
Carter’s advertising claims is an example of a 16- 
year battle. 

In another part of the mosaic, there are warn- 
ings of “‘bureaucratic control of advertising con- 
tent.”” One has come from Lowell Mason, former 
commissioner and author of The Language of 
Dissent. 

Mr. Mason points out that competitive busi- 
ness pressures promote honesty more effectively 
than anything else. He explains that the Better 
Business Bureau, through private donations of 
merchants, spends far more than the government 
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does to curb objectionable advertising. The force 
of public opinion, Mr. Mason asserts, is sufficient 
in most cases to bring about immediate compli- 
ance upon the part of the offending advertiser. 

Significantly, however, Mr. Mason says that if 
these forces were not backed up by actual 
penalties (FTC), they would be impotent. 

But herein lies a danger, he says, because the 
line between control of advertising and false adver- 
tising must be kept sharp; otherwise, the country 
would lose one of democracy’s greatest allies 
against the total state. ‘‘In the total state, no 
man is permitted to strive above the norm for 
his status.”’ 

Mr. Mason reminds his readers that if every- 
body’s pet advertising peeves were eliminated, 
there would be no sales promotion. 

Some of the most vociferous criticism of the 
PTC in the recent past came from a Congres- 
sonal subeommittee headed by Rep. John Blat- 
nik (D-Minn.). He contended that the FTC had 
a “miserable record” in policing advertising for 
cigarettes, weight reducers, tranquilizers and 
dentifrices. He recommended transfer of the 
FTC’s responsibility in food and drug advertis- 
ing to the FDA. 

Mr. Blatnik stressed that the commission’s 
greatest handicap had been “‘indifference and 
apathy.”’ He charged that the FTC had failed to 
keep up with new techniques used in misleading 
advertising, moreover, that it had failed to ask 
for necessary money to properly carry out its 


weight reducer field. He further stated that tran- 
quilizer advertising in professional journals and 
direct mail advertising was still a serious prob- 
lem in 1958. 

The House Interstate and Foreign Commerce 
Committee contended that the Blatnik subcom- 
mittee had been trespassing on FTC and FDA 
legislative jurisdiction. Some observers thought 
this was one factor which caused the House of 
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Many an obese person has been duped by the fantastic adver- 
tising of certain weight reducer manufacturers. The FTC and 
the Post Office Department have investigated numerous weight 
reducer advertising gimmicks, many of them touted to ‘‘melt”’ 
or “float off” as much as 30 pounds of fat without any regula- 
tion of the appetite. 


Representatives to halt the ad probe in January, 
1959 and to order dissolution of the Blatnik 
group. 

The FTC has many defenders. An Advertising 
Age editorial commented: ‘“‘Many people believe 
the FTC has, on the whole, performed well and 
ably in the public interest and that the agency 
has, generally, acted sensibly and moderately. ...”’ 

Drug Trade News also complimented the “‘salu- 
tary effect of the commission upon the drug and 
medical advertising subject to its jurisdiction.” 
This journal further pointed out that the con- 
gressional committees also are giving the laws 
entrusted to FTC “some lively kicking around”’ 
and suggested that the national drug and phar- 
maceutical organizations also should review 
them. 

Former FTC Commissioner John W. Gwynne 
said the Congressional criticism of the FTC was 
a case of “headline hunting.”’ He cited a Supreme 
Court condemnation of investigations for pur- 
poses of personal aggrandizement. A similar 
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Spotlight on 
Pharmaceutical Advertising 


theme has been forcefully pronounced by Mr. 
Chet Shaw, director of the Health News Insti- 
tute, which is supported by the pharmaceutical 
industry. Mr. Shaw recently declared that the 
investigations of drug prices, promotion and pat- 
ents are politically inspired. He charged that the 
“eftwing press” is eager to sensationalize reports 
of these investigations. 

Recently, Commerce Under Secretary Fred- 
erick H. Mueller said that the government ac- 
tions to regulate advertising do not lessen “‘our 
fundamental belief in advertising as a touchstone 
of free enterprise in the marketplace and a bul- 
wark of free speech and communication. .. .” 
He reminded the advertisers that without gov- 
ernmental protection advertising would fail of 
its function. 

After remaining dormant for seven years, the 
Commerce Department’s advertising advisory 
committee has been revitalized. Composed of 
representatives of 15 trade associations, the 
group was established to serve as a medium for 


exchanging information on advertising develop- 
ments and for making recommendations to the 
Secretary of Commerce. 

Within the pharmaceutical companies, certain 
officials are urging the industry to get off the de- 
fensive and get its story to the people, but to 
accept responsibility for presenting accurate in- 
formation about all drugs—their potential for { 
good as well as harm. Robert A. Hardt, president 
of Armour Pharmaceutical Company, has de- 
fended the right of pharmaceutical companies to 
advertise in an interesting way. He used the 
analogy of a copywriter “balanced on railroad 
tracks’”’—with restrictive codes on the one hand 
and factors requiring ‘‘distinctive ads’’ on the 
other. 

If pharmaceutical advertisers take their case 
to the public, they will undoubtedly emphasize 
one fact well known by many doctors—that ad- 
vertising which is accurate and informs doctors 
of new medications thereby performs a valuable 
public service. 


Drug Costs 


PROFESSOR JULES BACKMAN, a New York University economist, points out that 


Americans today spend only one-tenth of one per cent more of their after-tax in- 
come on drugs and medicines than they did 20 years ago. 

During the postwar inflationary period (the era of the so-called ‘miracle drugs”), 
the percentage of the medical care dollar spent on drugs and medicines decreased 


by 7.5 per cent. 


Per capita, Americans each year spend more money on tobacco ($36), alcoholic 


beverages ($53) and personal care such as beauty shops, barber shops, etc. ($24) 
than they do for drugs and medicines ($18.75). The average price of all prescriptions 
today is only about $3. This money pays for the professional skill of the pharmacist, 
the product needed to combat a specific health disorder and a share in the research 
of tomorrow. 

Why then, do people think that drug prices are too high? Probably because drugs 
and medicines are a necessity, and expenditures for such items are made in a short 
period of time (unlike other luxury products which are purchased throughout the 
year). As a result, there is a greater tendency to focus attention on concentrated 
expenditures for medical care. 
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Sex and the Adolescent. 
By Maxine Davis. Pp. 300. Price, $5. The Dial Press, 
Ine., New York, 1958. 


THIS IS a plain-spoken, well-written book to guide 
both adolescents and parents. It is written by a lay- 
man with much medical writing background, and 
apparently has been done from interviews, research, 
personal experience and observations. 

The text is very readable as concerns the type, 
paper and format, as well as the content, which is 
divided into three parts. Part 1 covers boys and 
includes anatomy, sexual drives and impulses, a 
discussion of notions learned in street-corner conver- 
sation and many ideas to help parents and children 
in discussing each other’s problems. Part 2 is about 
girls and covers anatomy, menses, sexual maturity, 
pregnancy and delivery. 

Part 3 is about boys and girls together and dis- 
cusses many problems concerned with dating and all 
of its ramifications, pregnancy responsibility, early 
or late marriages, health, drinking, sexual abnor- 
malities and, last but not least, how to get along with 
parents and vice-versa. This last chapter is almost a 
work of art in that it neatly states that there are 
two sides to every problem and manages to tell both 
adolescent and adult how and why he could be right 
or wrong. 

I would highly recommend this book for the home 
bookshelf and for all who work with the adolescent. 

— MARJORIE E. CONRAD, M.D. 


Chloromycetin (Chloramphenicol). 

By Theodore E. Woodward, M.D. and Charles Wisseman, 

Jr., M.D. Pp. 159. Price, $4. Medical Encyclopedia, Inc., 

New York, 1958. 

THIS BOOK presents a learned dissertation on Chloro- 
mycetin—its origin, use and effects—citing some 
738 separate publications which, in some part, deal 
with this antibiotic (chloramphenicol), the first to 
have a wide antimicrobial range. 

The widespread applicability of this antibiotic 
stems from its bacteriostatic and rickettsiostatic 
properties, rather than any cidal properties. It is 
well to keep in mind that general resistance to 
Chloromycetin evolves with somewhat greater diffi- 
culty than to other antibiotics. Blood dyscrasias, 
as widely publicized in 1950, result from extremely 
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Practitioner’s Bookshelf 


high dosages. Mild side effects from recommended 
dosages regress quickly upon withdrawal of the drug. 
Its greatest and most effective usage is with the 
rickettsial diseases and typhoid. Its myriad uses, singly 
or as an adjunctive to other antibiotics, as related 
in the book, serve as a mark of astonishment to 
me in that a drug could re-establish itself in 
therapeutic circles following the knockout blow it 
received but a short while ago. 

This volume has little to recommend itself to the 
average general practitioner. It belongs in the libra- 
ries of the teaching institutions and of the research 
laboratories. — WALTER W. SACKETT, JR., M.D. 


Pulmonary Circulation. 
Edited by Wright R. Adams, M.D. and Ilza Veith, Ph.D. 
Pp. 316. Price, $4.50. Grune & Stratton, Inc., New York, 
1959. 

DURING the past two decades, medical thinking has 
placed increasing emphasis on the normal physiology 
of health, and the functional alterations which occur 
as the result of disease. In sympathy with this ever- 
growing interest, many of the world’s outstanding 
figures in cardiopulmonary physiology met at the 
invitation of the Chicago Heart Association. New 
methods for studying the circulatory dynamics were 
discussed, and the new knowledge gleaned from the 
use of these methods was analyzed. ; 

This concise volume is made up of the collected pa- 
pers of the Chicago Symposium. It is divided into five 
sections, as was the meeting: the physiology of the 
pulmonary circulation, the general pathology, the 
physiology in congenital heart disease, acquired heart 
disease and acquired pulmonary disease. 

Some of the papers, especially those in the first sec- 
tion, may be difficult reading for those not trained in 
the physiologic disciplines. However, many other 
communications would prove to be interesting and 
fruitful study even for the uninitiated students of the 
lung and heart. They deal with such subjects as the 
gross and microscopic pathology of the lesser circula- 
tion in all of the commonly encountered diseases af- 
fecting this system, the role of the bronchial circula- 
tion in gas exchange and the mechanism, reversibil- 
ity and prognostic significance of pulmonary hyper- 
tension in ventricular and auricular septal defects, 
patent ductus arteriosus and mitral stenosis. 
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no turned-up noses 
at this new Erythrocin Suspension 


CITRUS-FLAVORED 


ERYTHROCIN 


Ethyl Succinate 


ORAL SUSPENSION 


So sweet and good they can’t tell it’s ‘‘medicine”’ 

It's absolutely delicious! There's no bitterness, no unpleasant 
aftertaste—just pure, sweet citrus flavor. 

So safe and effective you can prescribe it with confidence 
After millions of prescriptions, Erythrocin has an unparalleled 
safety record. High, peak blood levels within one hour—plus 
well-documented effectiveness against coccal infections. 


®Erythrocin—Erythromycin, Abbott 909139 


ABBOTT 
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Practitioner’s 
Bookshelf 


When the symposium material was edited to pro- 
duce this book, many of the illustrations had to be 
omitted in the interest of brevity. Despite this, most 
of the topics are well illustrated with tables, graphs, 
diagrams and photomicrographs. 

A word of caution should be expressed to those more 
accustomed to reading clinically oriented volumes and 
journals. Several of the papers discuss the effect of 
various gas and drug administrations on the pulmo- 
nary blood flow and pressure. It must be realized that 
these medicinals were used under highly supervised 
and controlled conditions and that the authors do not 
intend to suggest, in any way, that these measures 
have a place in clinical therapeutics. 

Although this book was edited primarily for those 
persons engaged in clinical research, the general prac- 
titioner who has an interest in the mechanisms of 
disease will find much to augment his knowledge in 
many of these pages. — WILLIAM DE GROOT, M.D. 


Pathophysiology in Surgery. 

By James D. Hardy, M.D. Pp. 704. Price, $19. Williams 

& Wilkins Company, Baltimore, 1958. 

THis 700-PAGE 21-chapter volume, printed on excel- 
lent gloss paper, contains 278 illustrations and dia- 
grams, a reference list at the end of each chapter and 
a complete index in the back. 

The first ten chapters include such subjects as: in- 
jury, body fluids, nutrition, wound healing, micro- 
biology, burns, cancer, isotopes, embryology and 
biology of aging. Each subject pertains to surgical 
physiology. These chapters introduce consideration of 
diseases of the various organs. 

Each of the last 11 chapters begins with a brief 
survey of normal physiology and then proceeds to 
pathophysiology and therapeutic problems involved. 

The author intends to present a fusion of medical 
and surgical physiology in order to emphasize the 
fundamental unity of the human organism which is 
achieved through three major coordinators: the ner- 
Vous, circulatory and endocrine systems. 

The author also presents physiologic information 
80 that the material is directly applicable to patient 
care. Numerous case studies have been used to further 
cement this union between physiology and daily 
practice. 

Many of the illustrations are intricate and meticu- 
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lous. Especially to be commended are the very com- 
plete chapters on the circulatory, biliary and gastro- 
intestinal systems. In general, this is a very well-writ- 
ten volume, up-to-date and timely, and especially 
helpful for every surgeon. Every hospital library 
should have this volume for reference use by its house 
staff. —U. R. BRYNER, M.D. 


Viral and Rickettsial Infections of Man. 

8rd ed. Edited by Thomas M. Rivers, M.D. and Frank L. 

Horsfall, Jr.,. M.D. Pp. 920. Price, $8.50. J. B. Lippin- 

cott Company, Philadeiphia, 1959. 

THIS IS a well-written book with a complete discus- 
sion of the known epidemiologic features of the 
various infections found in men. It is a unique and 
valuable book for those who have a strong interest 
in these diseases. It is a bridge between research and 
the specialized field of medical practice. 

Recognition is given to the increasing importance 
of biochemistry and biophysics in medicine. Re- 
classification of viruses with common properties and 
antigenic components is covered. Several recently 
distovered viral diseases are discussed. 

This book should be in every medical library and 
in the hands of all teachers, researchers and scienti- 
fically inspired practicing physicians. 

—J. C. SANDERS, M.D. 


_ The Management of Fractures and Dislocations. 


By Anthony F. DePalma, M.D. Vols. 1 and 2. Pp. 960. 

Price, $35. W. B. Saunders Company, Philadelphia, 1959. 
THIS voluminous atlas, in two volumes, gives the 
management of some 237 traumatic conditions in- 
volving the bones and joints. Each condition is dis- 
cussed in a simplified step-by-step fashion, including 
remarks regarding the particular condition in ques- 
tion, x-ray and physical diagnosis, methods of reduc- 
tion or treatment, immobilization and postim- 
mobilization management. The prognosis and pos- 
sible complications in each condition are fully pre- 
sented. 

These books truly constitute an atlas, with 1,927 
illustrations minutely showing not only the types of 
fractures and dislocations of the various bones and 
joints but the steps in reduction, both closed and 
open where indicated, and the method of fixation. It 
is these illustrations and their accompanying simple, 
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concise explanations which make this atlas a most 
comprehensive reference for these orthopedic prob- 
lems. 

For the average general practitioner, a consider- 
able portion of these books, that which deals with sur- 
gical or operative reduction and complicated manip- 
ulative procedures, is of little use because of the spe- 
cialized training which would be required. However, 
a number of the simple conditions which most general 
practitioners do handle, are so well described they 
certainly would be of value to them. And certainly 
this atlas, so well done by Dr. DePalma, would be a 
most valuable addition to a hospital library for the 
use of both the attending and resident medical 
staffs. — MERRILL M. Cross, M.D. 


Manual of Differential Diagnosis. 

By William C. Matousek, M.D. Pp. 352. Price, $8. The 

Year Book Publishers, Inc., Chicago, 1959. 

THE AUTHOR, in his foreword, suggests the most 
likely usage for this volume—namely the analysis of 
individual cases wherein certain symptoms or find- 
ings are baffling. His style, terseness and literary 
plainness hardly recommend it for either of its alter- 
nate suggested uses—either as a source of study or 
for reading from cover to cover as a review. 

Certain chapters, particularly those dealing with 
chest pain, acute abdominal pain, cyanosis and 
coma, are excellent for quick perusal when the oc- 
casion arises. No superfluous flow of words will keep 
the reader from getting a rapid review of the most 
common causes of such difficulties. The rare diseases 
hardly merit mentioning in most instances. 

Rather than finding its way to my bookcase, this 
volume will be placed at my headboard along with 
the current unread GP, my favorite text of surgical 
procedures and Reader’s Digest. At this time, I 
would hesitate to rate it in order of frequency of 
usage. — WALTER W. SACKETT, JR., M.D. 


Sherrington. 
By Lord Cohen of Birkenhead. Pp. 122. Price, $3.50. 
Charles C Thomas, Springfield, IUl., 1958. 
SHERRINGTON’S WORK is a magnificent example of the 
contributions to learning by a single man in the di- 
versified fields of physiology, philosophy, the humani- 
Lies and poetry. 
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Sherrington has been regarded by many as the most 
profound student of the nervous system the world 
has ever known. The book presents descriptions 
and assessments of his monumental and significant 
work covering a span of 70 years. 

While the book is by no means a must for the busy 
generalist, it will be found to be both delightful and 
rewarding reading for those who have the time and 
leisure. 

We like to think of the physician as a man of many 
parts. This book is a superb example of that belief. 

—F. P. RHOADES, M.D. 


The Anatomy of the Nervous System. 

By Stephen Walter Ranson, M.D. Pp. 622. Price, $9.50. 

W. B. Saunders Company, Philadelphia, 1959. 

The Anatomy of the Nervous System by Stephen 
Walter Ranson, as revised by Sam Lillard Clark 
through its tenth edition, is constructed in the usual 
excellent format of the progenitor of this very fine 
monograph. 

It may be said that it represents one of the most 
complete works now extant upon the form and func- 
tion of the nervous system. The information herein 
contained, as in conformation with previous editions, 
offers a wealth of basic material on neuroanatomy, 
viewed primarily from a structural point of orienta- 
tion although function is copiously remarked upon. 
The approach is from a scholarly research point of 
view rather than from a clinical view of application. 
This book is amply and well illustrated throughout, 
many of the illustrations being shown ‘in previous 
editions. 

In pointing out the form and function of the nerv- 
ous system, this book accomplishes its mission in 
very fine style. It is a welcome addition to the shelves 
of any adherent to the discipline of neurology or re- 
search in neurology and allied sciences. 

Being as thoroughly detailed as this text is, its 
reading is somewhat laborious although the informa- 
tion contained is quite accurate. The slant of the 
book is directed neither toward clinical diagnosis nor 
treatment, but rather toward an understanding on 
the part of medical students, graduate students or 
research students of the more detailed intricacies of 
the nervous system. 

—F. A. CARMICHAEL, M.D. 
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Applied Physiology of the Eye. 
By H. Willoughby Lyle, M.D. Pp. 341. Price, $9. Williams 
& Wilkins Company, Baltimore, 1958. 


THIS BOOK, an excellent review of the physiology of 
the eye, is a clear, concise simplification of the physi- 


eye. 

This is not a volume that lends itself to daily 
office procedure but is an excellent volume for the 
doctor who intends to specialize in ophthalmology. 
As such it is of great value for reviewing the eye 
and its related systems. 

The book is well written, and the author has ably 
coordinated the physiology of the eye with the sys- 
tem of the body. It would not be of value for the doc- 
tor in general practice. —A. I. DOKTORSKY, M.D. 


Staphylococcal Infections. 

By Ian Maclean Smith, M.D. Pp. 180. Price, $4.25. The 

Year Book Publishers, Inc., Chicago, 1958. 
Staphylococcal Infections is a very timely and com- 
prehensive presentation. It gives the history, back- 
ground and classification of staphylococcus infections, 
the various types of clinical conditions, as well as 
where they are found, and an excellent discussion 
of the problem of carriers and what it means to us 
at the present time. This volume can well be used 
as a handbook. It gives a detailed discussion on 
detection, prevention, treatment and choice of drug 
according to the circumstances. It is easily read, the 
print is bold and the paper format increases the 
pleasure of reading. 

I recommend this volume to all doctors if they do 
not have some similar complete coverage on this 
present-day problem of staphylococcal infections. 

— HOLLAND T. JACKSON, M.D. 


Year Book of Endocrinology, 1957-1958. 
Edited by Gilbert S. Gordan, M.D. Pp. 380. Price, $7.50. 
The Year Book Publishers, Inc., Chicago, 1958. 


A GENERAL practitioner reading this compact, well- 
illustrated 380-page volume is like an angler fishing 
in strange waters: He may come home empty-hand- 
ed; he may not recognize any of the exotic creatures 
he catches; or, he may end up with a boatload of 
trophy fish. Much depends on the reader, for in this 
Year Book there is probably no facet of endocrinology 
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ologic aspects of medical and surgical problems of the 


that is not touched upon by an abstract of most re- 
cent literature. Especially valuable is material on 
obstetrics, use of corticoids, treatment of breast can- 
cer and thyroiditis. 

Best writing in the book is the introduction, which 
would be well worth anyone’s time to read, and the 
editor’s pithy comments throughout the book. Dr. 
Gordan is a charming, lucid writer and one can only 
hope he will one day write an understandable text- 
book of endocrinology especially for the busy general 
practitioner. — EDGAR END, M.D. 


Practical Leads to Puzzling Diagnoses. 

By Walter C. Alvarez, M.D. Pp. 298. Price, $9. J. B. Lip- 

pincott Company, Philadelphia, 1958. 

THE SUBTITLE of this book is Neuroses That Run 
Through Families. It is a book of notes, quotes and 
anecdotes with a trace of anecdotage. It is a readable 
book based on impressions, memories, studies and case 
reports covering a vast amount of material over a re- 
markable span of time. 

The author’s concern for iniernists and diagnosti- 
cians overlooking neurotic and mildly psychotic syn- 
dromes and ignoring hereditary factors emphasizes 
the enviable position occupied by the conscientious 
family physician. 

This book supplies a background every practicing 
physician needs. Every young doctor should study it 
and every general physician, internist, pediatrician 
and psychiatrist should read it—yes, and every sur- 
geon, too. — CHARLES C. COOPER, M.D. 


The Essence of Surgery. 

By C. Stuart Welch, M.D. and Samuel R. Powers, Jr., 

M.D. Pp. 320. Price, $7. W. B. Saunders Company, 

Philadelphia, 1958. 

IN THIS interesting short book of 12 chapters the 
author discusses surgery on a simplified basic level. He 
develops the theme that there is a basic framework 
for learning surgery that is universally useful. He also 
stresses the fact that certain principles of surgery do 
not change regardless of the number of surgical sub- 
specialties developed. 

In the first chapter he briefly outlines the history of 
surgery from antiquity to the present fabulous mod- 
ern period that had its beginning with the introduc- 

on of ether anesthesia in 1846. 
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In the menopause... 
transition without tears 


Milprem promptly relieves emotional distress 
with lasting control of physical symptoms 


® In minutes, Milprem starts to ease anxiety and 
] p | erm depression. It relieves insomnia, relaxes tense muscles; 
. alleviates low back pain and tension headache. As the 
Miltown®+ conjugated estrogens (equine) patient continues on Milprem, the replacement of estrogens 
upplied in two potencies for dosage flexibility: P 
: checks hot flushes and other physical symptoms. 


MILPREM-400, each coated pink tablet contains 400 mg. Miltown 
(meprobamate) and 0.4 mg. conjugated estrogens (equine). 


MILPREM-200, each coated old-rose tablet contains 200 me. Easy dosage schedule: One Milprem tablet t.i.d. 
Miltown and 0.4 mg. conjugated estrogens (equine). ° 
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Occasional line drawings help elucidate the written 
material. In general, these illustrations are well done. 

Other chapters cover such subjects as injury, tis- 
sues, body fluids, pre- and postoperative care, surgi- 
cal technique, destructive and reconstructive surgery, 
physiologic surgery and anesthesia. 

Although this is by no means a comprehensive 
surgical volume, it is well written, brief, interesting 
and can be highly recommended for complete reading 
by all surgeons. —U. R. BRYNER, M.D. 


The Plasma Proteins. 

By Paul G. Weil, M.D. Pp. 133. Price, $3.50. J. P. Lip- 

pincott Company, Philadelphia, 1959. 

THIS BOOK presents a concise review of the plasma 
proteins, the origin of life from synthesis of proteins, 
the many methods of laboratory tests and immulogic 
methods, the qualitative changes of clinical signifi- 
cance in their alterations in disease and the newer 
concepts in relation to the lipoproteins and plasma 
proteins recently discovered. 

This is a splendid work, and the ability to con- 
dense all this information into a pocket-size book 
and to make it readable and interesting is only attri- 
butable to the enormous amount of work and time 
spent in preparing it. An ample up-to-date bibli- 
ography is also supplied for further detailed study 
of the plasma proteins and related subjects. 

I recommend this book to every general practi- 
tioner as useful and informative and a means of 
stimulating further interest in this fascinating sub- 
ject. —EDWIN R. CONNORS, M.D. 


Patients, Physicians & Illness. 

Edited by E. Gartly Jaco. Pp. 592. Price, $7.50. The Free 

Press, Glencoe, Ill., 1958. 

THIS comprehensive text consists of a wide variety 
of individual papers grouped loosely under seven 
basic topics. 

The basic theme of the text, as expressed by the 
editor, is to demonstrate the place of the behavioral 
sciences in medicine. 

Portions of this text would interest almost every 
physician, but in its entirety it would offer little of 
value to the practicing physician, except as a refer- 
ence source. Consequently, I would recommend this 
book primarily for such a purpose. 
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Although the behavioral sciences will undoubtedly 
play an increasingly important role in medical prac- 
tice, their integration must develop slowly, based on 
real need and proven value. 

— LAURENCE H. KYLE, M.D. 


Management of the Newborn. 

2nd ed. By Arthur Hawley Parmelee. Pp. 368. Price, 

$8.50. The Year Book Publishers, Inc., Chicago, 1959. 
THE SCOPE of this 368-page book, which-is compact 
and small enough to readily be carried along for 
“snatch” reading, is far reaching. Management of the 
Newborn covers the entire characteristics of the 
normal and abnormal newborn. The printing and 
illustrations are exceptional. 

The author’s treatment of the fetus on through the 
birth and neonatal adjustments, characteristics of 
the newborn, the premature infant and care and 
management of the newborn are so explicit that it 
furnishes the best refresher reading I have ever at- 
tempted. The chapters on abnormal disturbances 
and the substitution of new concepts for old are 
similarly well managed and interesting. The book is 
all the more interesting because of its clarity based 
on the author’s personal clinical observation and 
study. 

The text is a real contribution toward refreshing 
the generalist’s observation and study of the new- 
born and is particularly adapted for a busy practi- 
tioner’s side reading. It is probably not a monumental 
work, but Management of the Newborn is a practic- 
able treatise of a very common phase of the general 
practitioner’s work. It should grace his library. 

—CHARLES K. ROSE, JR., M.D. 


The Waking Brain. 

By H. W. Magoun, Ph.D. Pp. 138. Price, $4.75. Charles 

C Thomas, Springfield, Ill., 1958. 

THIS SMALL book of 138 pages is profusely illustrated 
and should be easily readable for those interested in 
brain function and interpretation of EEG’s, as well 
as for the students curious as to the response of 
various brain stimulating phenomena. 

Unless a practicing physician is particularly inter- 
ested in this field, I am sure he can spend his time to a 
better advantage on a more practical volume. 

—MaA.com E. PHELPS, M.D. 
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AN ACADEMY OFFICER’S PROFILE... 


Dynamic Life 
for Youthful Vice Speaker 


Ar THE remarkably young age of 35, Dr. Carroll 


L. Witten, Louisville, Ky., received double hon- 
ors being elected vice speaker of the Academy’s 
Congress of Delegates and Kentucky’s “Family 
Doctor of the Year.” 

Chosen as a national official at the San Fran- 
cisco Assembly, the young Board member has al- 
ready achieved an incredibly-full career in medi- 
cine, nonparty politics, public relations and jour- 
nalism. 

Born June 26, 1923, in El Paso, Ill., Dr. Wit- 
ten’s latest honors came shortly before his 36th 
birthday. He felt that his selection by the state 
chapter was not so much a personal thing as “‘a 
recognition of young men who have enough faith 
in the medical profession and the public to enter 
the family practice of medicine.”’ 

Dr. Witten’s early medical studies were inter- 
rupted by a stint in the Army Air Force, which 
provided another record for him. Shot down sev- 
eral times, he was captured and became a prisoner 
of war in Germany. Three times he made his es- 
cape only to be recaptured. Wounded twice dur- 
ing the war—Dr. Witten received 17 decorations, 
one personally given by General George Patton. 
The doctor entered the Air Force as a private but 
left as a major. 

Back home once more in Louisville, Dr. Witten 
returned to college and was graduated from Uni- 
versity of Louisville School of Medicine in 1951. 

As a student, he couldn’t resist involving him- 
self in campus activities. In his undergraduate 
days he was president of Kappa Alpha social 
fraternity; president of Omicron Delta Kappa, 
honorary scholastic and leadership fraternity; 
and, in medical school, was twice president of 
Alpha Kappa Kappa fraternity, was listed in 
Who’s Who in American Colleges and Universities 
and was winner of a coveted prize for original 
research. 

Once established in his general practice (which, 
though a solo practice, requires the assistance of 
four office girls), Dr. Witten threw himself with 


_ characteristic vigor into local medical activities. 


He was the founder and first editor of the 
Journal of the Kentucky Academy of General Prac- 
tice, serving five years in this position. He is the 
new president of the Jefferson County chapter. 
On a national level he was this year’s SOC chair- 
man. He has also represented his state in the 
Congress of Delegates as an alternate and dele- 
gate for a total of six years. In addition he has 
served on the national Committee on Prepaid 
Medical Care and previously on the State Officers’ 
Conference Committee. _ 

In his county medical society he has been edi- 
tor of the Bulletin, public relations chairman of 
the Jefferson County 700-member organization, 
a delegate to the State Medical Association for 
six years, and he has served as chairman of the 
31-delegate group from his county. This in itself 
is an individual honor because only four of these 
31 delegates were general practitioners. At the 
present time Dr. Witten also manages to produce 
and moderate for his county society a monthly 
television series entitled “‘Ask Your Doctor,” a 
program which he originated and which has re- 
ceived national commendation. 

A firm believer in county and local occupa- 
tional tax for indigent hospital benefits, ‘Young 
Doctor Witten,” as he is called, is a member of 
the City-County Board of Health and chairman 
of the Kentucky School Health Council. He also 
holds the rank of instructor in medicine at the 
University of Louisville. 

Perhaps it is Dr. Witten’s fervent belief in the 
family doctor which accounts for the esteem in 
which he is held in his specialist-dominated area. 
He has been quoted as saying that if he had one 
ambition it would be to see that every family had 
a family doctor. ‘“Then,” he adds, “‘we would no 
longer have a public relations problem.”’ 

The Wittens have five children—Carroll, Jr. 
8; Fred, 6; Sam, 4; Louisa, 2, and baby Shirley, 
nearly a year old. Mrs. Witten is the former 
Miss Shirley Louise Rehm. 
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THE STATUS of single licensing laws within the 
nation’s 50 states has changed little since the 
American Medical Association gave an approving 
nod last June to its constituent societies for such 
an arrangement. 

A special GP survey, which has just been com- 
pleted by the News Department, reveals why. 
First, most state legislatures had adjourned by 
late spring—some not to convene again for two 
years. Second, nearly 40 per cent of the states 
already have the equivalent of single licensing 
laws and there is little incentive for such a meas- 
ure in some of the remaining states because they 
have so few osteopaths. Third, there is forceful 
opposition in a few states until osteopaths agree 
to integrate with the medical profession. 

Since the American Osteopathic Association 
voted in July “to maintain a separate and com- 
plete school of practice,”’ the latter group prob- 
ably will remain aloof. 

Thus, when the AMA Clinical Meeting con- 
venes in Dallas this month, it’s unlikely that 
there will be any to-do about single licensing laws 
—probably not for another year. 

In its survey, GP queried 51 societies (includ- 
ing the District of Columbia). All but Alaska 
were heard from. Considering its new status, it is 
safe to assume that the 49th state has no single 
licensing law. If Alaska has as few doctors as its 
Senator Ernest Gruening reports, then the lack 
of physicians, rather than the licensing thereof, 
is undoubtedly its chief concern. 

Of the 51 societies, 19 states answered that 
they have a single licensing law or something 
similar. It is necessary to qualify the answer in 
some cases, because very few of the single li- 
censing procedures are uniform. 
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Few Single Licensing Law Changes Since AMA’s June Meeting 


Recent GP Survey Reveals Few States Making M.D.-D.O. Licensing Changes 


SOME CHANGES 


Many states report that single licensing laws 
have been in effect a good many years. Others are 
relatively recent, and in the case of Missouri, the 
new system went into effect August 29. 

The bill permitting a single licensing board in 
Missouri, birthplace of osteopathy, was signed by 
Governor James T. Blair on June 18. The board, 
known as the State Board of Registration for the 
Healing Arts and comprised of five M.D.’s and 
two D.O.’s was appointed by the governor, ef- 
fective August 29. 

Early in 1958, neighboring Kansas adopted a 
single licensing law after years of legal battles be- 
tween medicine and osteopathy. By May of that 
year, the Kansas Society was approving profes- 
sional relations with Kansas osteopaths. 

This year, just a week before the American 
Osteopathic Association’s annual meeting in Chi- 
cago, the state of Illinois approved a composite 
(single) licensing board. 

Illinois has had a single statute since 1923 gov- 
erning all segments of the healing arts, but it was 
classified into two classes: those licensed to prac- 
tice medicine in all its branches (including sur- 
gery), and those licensed to practice but not per- 
mitted to use medicine and surgery. 

The law, extensively amended this year by the 
legislature, now permits osteopaths to return to 
an accredited school for a period of 248 class- 
room hours and then take the full examination. 

In Alabama, a new plan will become effective 
January 1. There will be a basic science board, a 
board of medical examiners and a board of chiro- 
practic examiners. Beyond these, there will be a 
state licensing board for the healing arts. 
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A COMPLETE HEART STATION ON WHEELS 


with 2 recording speeds . 3 sensitivities . 


Almost without effort, this modern functional electro- 
cardiograph can be wheeled noiselessly from room to 
room ... around beds... into and out of elevators. 
Here are all the diagnostic advantages of the new 
Model 100 Viso-Cardiette electrocardiograph in a 
mobile console cabinet of hand-rubbed mahogany or 
rugged stain-proof light beige plastic laminate. Elec- 


«+. the recently announced Model 100 Viso in 
a handsome mahogany case, price $850 
delivered, continental U.S.A. You can convert 
your present table-top 100 Viso into the mobile 
unit of your choice at any time by purchasing 
the new 100M mobile cabinet separately. 
(Price, $120 delivered, continental U.S.A.) 


SANBORN 


provision for recording other waveforms - 


provision for visual monitoring 


trodes, Redux paste and all accessories and the 
built-in automatic-retracting power cord — stay with 
the 100M Mobile Viso. For hospital, clinic or office use, 
this newest Sanborn electrocardiograph offers the 
ultimate in diagnostic usefulness and operating con- 
venience. Model 100M Mobile Viso, $895 delivered, 
continental U.S.A. 


Model 300 Visette — only 18 pounds complete, 
briefcase size. You or your nurse can carry this 
truly portable instrument anywhere... ideal 
for “on-call” ECG work. Price $625 delivered, 
continental U.S.A. 


Complete descriptive literature on request. 
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MEDICAL DIVISION -« 175 Wyman St., Waltham 54, Massachusetts 
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Under the new law, osteopaths will] continue to 
appear before the State Board of Medical Exam- 
iners and be licensed to practice osteopathy. 

However, even under the old Medical Practice 
Act in Alabama (since 1903), there has been a 
single licensing law since any practitioner of the 
healing arts had to appear before the State Board 
of Medical Examiners. 


FINE LINE OF DISTINCTION 


In reading the statutes governing examination 
and licensure in the various states, there is a fine 
line of distinction in some cases as to whether 
there is a single licensing board or merely a single 
licensing examination with separate licensing 
boards. 

In Delaware, for instance, Executive Secre- 
tary Lawrence C. Morris, Jr., says they do not 
have a single licensing law inasmuch as separate 
licenses are granted by the board to doctors of 
medicine and to doctors of osteopathy. Dela- 
ware’s Medical Practice Act (in effect since 1955) 
provides for licensure of osteopathic physicians 
by the Board of Medical Examiners to which an 
osteopathic representative is added when the 
candidate is a D.O. 

However, there is no legal distinction between 
the rights and privileges of one group and those of 
the other. 

While Virginia recognizes osteopathy and med- 
icine as two separate branches of the healing art, 
the Old Dominion is considered to have a single 
licensing system. On the Board of Medical Ex- 
aminers are 11 M.D.’s, one D.O., two D.C.’s, one 
D.N. and one D.S.C. The board as a whole ex- 
amines both M.D.’s and D.O.’s. 

New Mexico provides a borderline case. It has 
a single licensing board with regard to the basic 
sciences for the medical-osteopathic-chiropractic 
professions. After a basic science certificate has 
been issued, each of the groups has its own li- 
censing board. 

Idaho and Oklahoma are two of the states that 
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do not have a single licensing board and are not 
anticipating such a law in the near future since it 
will be another two years before their respective 
state legislature will be in session. 

States such as Massachusetts (for 50 years), 
Colorado (1913), New Hampshire (since 1915), 
Indiana (1927), New Jersey (1939) and Kentucky 
have a long history of successful single licensing 
laws. 


NO INTEGRATION 


While these and other states report a very 
workable arrangement, some states contend there 
is little need for such a law. 

Arkansas, for example, reports there are only 
24 osteopaths in the whole state. These two 
dozen are restricted to manipulation and have 
never had the privilege of practicing medicine 
and surgery. 

Mississippi, another example, “observes with 
immodest glee that there are more African lions 
in Mississippi than there are osteopaths.’’ The 
lone seven osteopaths (five of whom are active) 
are restricted to manipulation. 

Even in states where osteopathy is stronger, it 
is doubtful if single licensing will ever come into 
being. 

Both Nebraska and Montana cling to a rigid 
interpretation of the AMA resolution: 

“Enactment of a medical practice act, requir- 
ing all who practice as physicians and surgeons 
to meet the same qualifications, take the same 
examinations and graduate from schools ap- 
proved by the same agency should be encouraged 
by the constituent associations.” 

Following this resolution to the letter, both 
societies feel that the AMA set up some excellent 
rules for integration of the osteopaths with the 
medical profession. But until osteopathic schools 
are converted into schools of medicine, there 
will be no single licensing overtures in Nebraska 
and Montara. 

One of the largest osteopathic strongholds— 


News 1 
& 
| 


For extra low-calorie 
nutrients to help 
patients stay with a 
weight-control diet... 


New se/f-enriched Carnation Instant 


25% more ote calcium, B-vitamins, 
richer flavor than ordinary nonfat milk 


Simple fatigue can discourage patients from The patient simply adds 25% more crystals 
staying with weight-control diet. A bonus of when mixing. Dissolves instantly in ice-cold 
sustaining, low-calorie nutrients can be helpful. water, ready to enjoy. 

New Carnation Instant can provide such aid. The chart below shows how this more delicious 
This new fresh flavor crystal-form nonfat milk nonfat milk makes significant contributions, 
can be self-enriched—to provide 25% more pro- _ even to the liberal Recommended Daily Dietary 
tein, calcium and B-vitamins than ordinary non- Allowances of the National Research Council 
fat milk—and far richer flavor. (1958 Revision ). 


(Grams 


Men 70.0 8 : 1.8 1.6-1.3 
Women 58.0 8 1.5 1.2-1.0 


: NRC Allowances, Ages 25 to 65 


Provided by 1 Qt. 25% 
self-enriched Carnation instant 


25% self-enriched Carnation Instant 
Simply add 1 tablespoon extra Carnation Instant 
per glass, or 1/3 cup extra Carnation Instant 

per quart, over regular package directions. 
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California—does not have a single licensing law. 
It is also the only state where osteopaths show 
any inclination toward wishing to integrate with 
the medical profession. At present, osteopathic 
physicians and surgeons are granted an un- 
limited license by the State Board of Osteo- 
pathic Examiners in California. This board was 
created by a state constitutional amendment 
voted by the people in 1922. 

Florida does not have a single licensing law and 
at present has no plans for proposing one. 

Maine, likewise, does not have a single licens- 
ing law, but at its annual meeting this year the 
Maine Medical Association’s House of Delegates 
voted to explore the possibility of setting up a 
basic science law for the state. 


SUM AND SUBSTANCE 


The consensus derived from GP’s post-AMA 
survey would seem to be that state laws con- 


cerning medicine and osteopathy are private 
matters and cannot be hurried or pushed. 

Not all states in a specific region see eye to 
eye. South Dakota has had a single licensing 
law since 1949; the sister state, North Dakota, 
does not have one. 

Texas, Colorado, Kansas and Missouri all now 
have single licensing procedures. Neighboring 
Nebraska rigidly restricts D.O.’s from doing any- 
thing other than manipulation. 

For the most part, the American Osteopathic 
Association has welcomed single licensing laws 
and their practitioners (in general) have met the 
requirements. 

M.D.—D.O. relations have improved con- 
siderably during the past decade. Both sides 
agree to better liaison. 

The big difference: the osteopathic profession 
has no desire to integrate. Osteopaths wish to be 
osteopaths. 


PRESENT STATUS OF STATES’ SINGLE LICENSING PROCEDURES 


Single 
Licensing Law 


Single 
State Licensing Law 
. North Dakota 


. Pennsylvania 
. Rhode Island 


| ) 
Single 
Connecticut.............. No Se 41. South Carolina............ No 
Delaware................ No 25. Mississippi............... No 42. South Dakota............Yes : 
District of Columbia...... . Yes 43. Tennessee................ No 
30. New Hampshire........... Yes 
31. New 48. Washington.............. No 
82. New Mexico.............. No 49. West Virginia............. No 
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More features... for 
easier diagnosis 


wt 
Removable 
rubber cap 


Extended 
light shield 


Positive 
“OFF” 
rheostat PERMAFIT 
One-hand stainless steel 
collar assures 
aperture 


selection 


WELCH) ALLYN 
OPHTHALMOSCOPE 


Fifteen months of use by thousands of 
doctors has confirmed our belief that 
this is the most dependable, easy-to-use 
ophthalmoscope ever offered to the pro- 
fession. No. 121 ophthalmoscope, head 
only, $38.00. In combination sets, from 
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Trends and Events in the Nation’s Capital 


From GP’s Special Washington Correspondent 


A RECENT decision by the Tax Court of the 
United States may encourage doctors to gain an 
income tax advantage by taking their wives as 
office partners. In this case, the Tax Court over- 
ruled the Commissioner of Internal Revenue and 
held that the wife—a nonphysician—could be 
a partner in her husband’s medical practice. 

This is the background: 

From 19380 until his death in 1954, Dr. Harold 
E. Nichols practiced medicine in Seattle, Wash. 
In 1946, by which time he had become well 
established as a specialist in radiology, Dr. 
Nichols entered into a partnership with several 
other radiologists in Seattle and Spokane. The 
partners continued to maintain separate offices. 

In April, 1953, that partnership was terminated. 
However, with the advice and approval of his 
accountant, the physician and his wife, Beulah, 
formed a new partnership. The Tax Court de- 
cision, under “findings of fact,’’ states: 

“Although the question arose whether under 
the revised Code of Washington a doctor could 
have a partnership with a nondoctor, Harold 
(Dr. Nichols) was firm and adamant in his 
desire to have Beulah as a partner if possible 
under the law, because he felt that she had in 
reality become a part of his medical practice 
and he relied on her for many things for which 
he would not dare rely on anyone else in the 
office. An attorney was also consulted.” 

The wife’s duties were to take full charge of 
the office’s managerial, clerical, personnel and 
financial affairs. She also helped prepare patients 
for x-ray examination and checked her husband’s 
reports against the x-ray films. Her duties in- 
creased when Dr. Nichols’ health began to fail 
late in 1958. He died the following May. His 
widow closed the office a month later. 
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Income tax returns for 1953 and 1954 were 
prepared on a fiscal year basis. But Internal 
Revenue Service held that the returns should 
have been by calendar year and rejected the 
partnership income filing. For calendar year 
19538, the government agency found a deficiency 
in income tax of $24,618. 

Decision of the U.S. Tax Court, however, is 
that the participation of Mrs. Nichols in her 
husband’s practice was so essential as to justify 
her status as a partner. It discounts the con- 
tention of Commissioner of Internal Revenue 
that “the partnership was a sham and invalid.” 

“Except possibly for the fact that the income 
was derived solely from fees which only Harold 
was licensed to charge and collect,” the decision 
states, “‘there was every reason for Harold and 
Beulah to form a partnership to carry on this 
business when Harold was eliminated from the 
old partnership. Beulah had worked with him 
throughout his medical career and undoubtedly 
contributed a great deal to his success. 

“She intended to continue devoting her full 
time to the office and it was only natural that 
with the other doctors not around to object, 
she would exercise even more control over the 
business and financial affairs of the office than 
she had before. 

“While no direct charge was made to patients 
for Beulah’s services, they nevertheless played 
a necessary and integral part in the production 
of the income of the partnership. We know of 
nothing in the tax law which requires that the 
services of a partner be reflected directly in the 
charges which produce the partnership income 
in order that he or she be recognized as a partner 
for tax purposes.” 

The Tax Court conceded that the husband- 
wife partnership might have been motivated in 
part by a desire to pay a smaller tax. There is 
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METRAZOL 


reactivates the geriatric patient 


MED RAZOL 


reactivates the convalescent 


ME'TRAZOL 


reactivates the fatigued 


for the geriatric patient 
— 2 tablets or teaspoonfuls, three times daily. 


for the convalescent and the fatigued 


— 1 or 2 tablets or teaspoonfuls, three times daily. 


METRAZOL Tablets 
each tablet contains 100 mg. METRAZOL 


dosage 


METRAZOL Liquidum 
each teaspoonful (5 cc.) contains 100 mg. METRAZOL 
and 1 mg. thiamine. 


availability — for those patients who need additional vitamins — 


Vita-METRAZOL Elixir 
each teaspoonful (5 cc.) contains 100 mg. METRAZOL, 
10 mg. niacinamide, 1 mg. each of thiamine, ribo- 
flavin, pyridoxine, and 2 mg. d-panthenol. 


Vita-METRAZOL Tablets 


each tablet, in addition to the above, contains 25 
mg. vitamin C. 


METRAZOL® brand of pentylenetetrazol, E. Bilhuber, Inc. 


KNOLL PHARMACEUTICAL COMPANY 


packaging 


alcoholic solution) in pints. Orange, New Jersey 
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nothing wrong, the decision said, in effect, with 
adopting legitimate expedients to save money. 


DIFFERENT POLIO PATTERN 


Preliminary data on poliomyelitis incidence in 
1959, as gathered and interpreted by U.S. Public 
Health Service, indicate that this disease is find- 
ing a greater percentage of its victims among low 
income families living in crowded urban areas. 

Prior to the wide use of Salk vaccine, polio- 
myelitis struck more widely and was less selec- 
tive, from a socio-economic standpoint, according 
to USPHS. In 1959 the attack rate was 1.6 per 
100,000 persons. For the white population alone, 
the rate was 1.4, compared with 3.2 for nonwhite 
groups. The difference is considerably greater 
than it was a few years ago. 

In prevaccine epidemics, the attack rate was 
rather high among older children and young 
adults, but in 1958 and 1959 children under age 
5 were the most frequent victims. Nearly 90 
per cent of all cases occurred among persons 
under 30. 


SEPTEMBER LOANS 


Private physicians, proprietary hospitals and 
convalescent homes continue to account for an 
appreciable share of the volume of loans made by 
Small Business Administration. In September, 
approvals included the following: 

Cherrylee Lodge Sanitarium, El Monte, Calif., 
$91,700; Winnsboro Hospital, Inc., Winnsboro, 
Tex., $40,000; Taylor’s Convalescent Home, 
Vernon, Tex., $65,000; Dr. Earl A. Mayo, Rich- 
land, Ga., $30,000; Westbury Nursing Home, 
Jenkinsburg, Ga., $30,000; Nicolas Mendez 
Hernandez, Manati, Puerto Rico, proprietary 
hospital, $45,000; Blythewood Convalescent 
Home, Greenwich, Conn., $45,000. 


1960 MEETINGS IN CAPITAL 


With each succeeding year, the Nation’s 
Capital attracts more meetings of national or- 
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ganizations in medical and allied professional 
fields. Scheduled for 1960 are the Clinica] Session 
of American Medical Association, Association of 
Military Surgeons and other large assemblies. 
Among them are the following: 

President’s Conference on Occupational Safety, 
March 1-8, Hotel Mayflower, estimated at- 
tendance 2,500; White House Conference on 
Children and Youth, March 27-April 2, in 
various hotels, 7,500; International Anesthesia 
Research Society, April 3-7, Hotel Shoreham, 
550; Southern Society of Anesthesiologists, April 
28-30, Hotel Mayflower, 250; National Medical 
and Dental Association of America and the 
National Advocates Society, July . (dates and 
hotel undesignated), 500; American Pharmaceu- 
tical Association, week of August 14, hotel un- 
designated, 1,750; American Congress of Physical 
Medicine and Rehabilitation, and International 
Federation of Physical Medicine, August 21-26, 
Hotel Mayflower, 1,200. 

Also, International Congress of Nutrition, 
August 31-September 7, Shoreham and Sheraton 
Park Hotels, 2,500; Maryland, D.C. and Dela- 
ware Hospital Association, October 12-14, Hotel 
Shoreham, 3,000; American Nursing Home As- 
sociation, October 16-20, Hotel Mayflower, 750; 
Association of Military Surgeons, October 30- 
November 2, hotel undesignated, 1,500; Ameri- 
can Medical Association, Clinical Session, No- 
vember 27—December 2, Hotel Statler, 10,000. 


DECEMBER DEADLINE 


National Science Foundation is accepting until 
December 22, applications for the postdoctoral 
fellowships which will be awarded next March. 
Holders of doctor’s degrees in the medical and 
biological sciences are among those eligible to 
compete for the fellowships, which pay a $4,500 
annual stipend. Dependency allowances are 
granted to married fellows. 


Also see the AMA Washington Report, page 309. 
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Offering 


a key to 
prescribing LINOLENIC 


E 
© 0 
LECITHIN re 
] re 
Composition 0 
joan RG Lecithin is a complex of soybean phosphatides or ore ti 
—_— phospholipids, containing lecithin, cephalin and inositol = al 
phosphatides.1- 
+ Rich Dietary Source Y fo 
ry 
RG Lecithin is a dietary source of choline . . . inositol. . . ] 7 
phosphorus . . . polyunsaturated fatty acids—linoleic acid 
| and linolenic acid.?- - W 
Safety th 
RG Lecithin, made wholly from soybeans, is an entirely S 
wholesome food component and has been so used for more m 
than a generation. There are no harmful side effects.>- of 
Indications 
When your patient requires the nutrients supplied so 83 
liberally by RG Lecithin, it suggests itself as worthy of 
trial. It has a cholesterol lowering effect*., it is a natural = 
emulsifier!-, and for many years it has been taken empirically St 
for its tonic effect.}- Al 
Availability Al 
RG Lecithin is supplied by your — Ar 
in economical granular form. It is pleasant Ar 
to take plain or mixed with juices or food. Cz 
The usually prescribed daily dosage is 1 Cx 
to 3 tablespoonfuls. C 
For complete substantiating information Di 
» write to Medical Consultant Di 
| 
Central Soya Company, inc. 
CHEMURGY DIVISION 
| 1825 North Laramie Avenue Chicago 39, Illinois la 
1. Wittcoff, H., The Phosphatides, American Chemical Society Monograph Ill 
Series #112, Reinhold Pub. Corp. NYC, 1951, p. 366-423. 2. Bloor, W. R., I 
Biochemistry of the Fatty Acids, American Chemical Society Monograph n 
Series #93, Reinhold Pub. Corp. NYC, 1943. 3. Article, Lecithin in the Diet, a 
ihe Journal A.M.A. 168:1168 (Oct. 25) 1958. 4. Morrison, L. M., Serum Choles- 
a9 terol Reduction with Lecithin, Geriatrics, 13:12 (Jan.) 1958. Kz 
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Forty-six Chapters Help Record Top 
State Officers’ Conference Attendance 


EVEN THOUGH six of the 52 constituent chapters 
of the Academy were not represented at the 
recent State Officers’ Conference in Kansas City, 
registration still set an attendance record of 157. 
Of this number, 147 were chapter representa- 
tives; the remaining ten were visiting physicians 
and guests. 

Missouri led the list with 13 representatives, 
followed by Indiana, Iowa and Nebraska, each 
with seven representatives. Because of the dis- 
tance involved, New York, represented by six, 
was awarded first place attendance honors. 
California and Hawaii chapters took second and 
third place honors, respectively. 

Following is the breakdown by states with 
number of representatives for the September 
26-27 conference: 


STATE OFFICERS’ CONFERENCE REGISTRATION 


Post-Assembly Meetings, with Travel 
Choices, Planned for Bermuda and Europe 


PLANS NOW have been set for post-Assembly 
travel and the tenth anniversary observance of 
the Academy’s Invitational Scientific Congresses 
which will follow the March 21-24 Assembly in 
Philadelphia. 

Following a recent meeting of the Special Com- 
mittee on the Invitational Scientific Congress for 
1960, the committee announced that Bermuda 
has been selected as the site of the 1960 Invita- 
tional Scientific Congress. 

It will be recalled that during the Assembly in 
San Francisco, tentative plans were announced 
for the 1960 Invitational Scientific Congress to be 
held shipboard during a cruise of the Caribbean. 
Upon extensive investigation, however, it was 
found that a ship of the caliberrequired for use by 
the Academy could not be obtained during the 


State Representatives State 


Maryland 
Massachusetts 


New Hampshire 
New Jersey 
New Mexico 
New York 
North Carolina 
North Dakota 
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Representatives 


Pennsylvania 
Rhode Island 
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A good day’s work without fear of angina 
...on Metamine® Sustained, b.i.d.’ 


This normally active angina patient who can do a 
satisfying day’s work without discomfort or the 
dread of a severe attack is typical of those con- 
trolled . by METAMINE® SusTAINED—aminotrate 
phosphate, 10 mg. (Leeming). A simple protective 
medication (1 tablet on arising and 1 before the 
evening meal), METAMINE SUSTAINED eliminates 
anginal episodes altogether, or greatly reduces their 
severity and frequency. Many patients refractory 
to other drugs of this type are aided by 
METAMINE SUSTAINED.? 


Moreover, relative freedom from side effects typical 
of many cardiac nitrates (headache, nausea, hypo- 


tension) permits angina-preventive medication with 
METAMINE SUSTAINED for indefinite periods. And, 
when you prescribe METAMINE SUSTAINED, b.i-d., 
your angina patient will need less nitroglycerin and 
thus remain fully responsive to this vital emer- 
gency medication. 


Supplied: bottles of 50 and 500 sustained-release tablets. 
Also: METAMINE (2 mg.); METAMINE (2 mg.) WITH 
BUTABARBITAL (4% gr.); METAMINE (10 mg.) WITH 
BUTABARBITAL (34 gr.) SUSTAINED; METAMINE (10 mg.) 
SUSTAINED WITH RESERPINE (0.1 mg.). 


That. Looming Ce Ine. York 17. 


ali night 


1, Eisfelder, H.W.: Case history 18/35. Personal communication. 2. Fuller, H.L. and Kassel, L.E.: Antibiotic Med. & Clin. Therapy, 3:322, 1956. 
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period following the Assembly, as all such vessels 
are in extended cruise use on regular schedules 
Guring the late winter and early spring months. 

The 1960 committee, headed by Director Paul 
Read of Omaha, Neb., is composed of Directors 
James M. Perkins of Denver, Colo. and John O. 
Milligan of Seattle, Wash. 

This committee reports that extremely attrac- 


Ml tive arrangements have been provided for the 


Scientific Congress in Hamilton, Bermuda. One 
of the plans will enable members to go and return 
on the luxurious Queen of Bermuda, using the 
ship as their hotel while it is docked in Bermuda 
during the period that the invitational Scientific 
Congress is in session. 

For those who wish, there will be round trip 
travel, or persons may go one way by steamer 
and one way by air. 

Numerous requests have also been received for 
European travel and the committee decided that 
1960 would be an ideally opportune year to in- 
clude travel abroad in the program. 

Therefore, two exceptionally fine European 
trips are being included for next year. For those 
with time limitations there will be an interesting 
18-day excursion and for those desiring to remain 
a longer period, a 33-day trip is also available. 

Arrangements are being made at this time for 
a Scientific Meeting (possibly a joint session with 
the British College of General Practitioners) in 
London, England which will be included in both 
the 18 and 33-day trips. 

Considering that many physicians will find it 
necessary to return immediately to their busy 
schedules, still another selection will be offered— 
this to leave Philadelphia immediately after the 
Assembly for a “Weekend New York Theater- 
Holiday.” 

This entire selection of travel will be outlined 
in descriptive detail in the brochure which is 
being mailed direct to each member. Inquiries 
should be addressed to Lee Kirkland Travel, 1231 
Baltimore Avenue, Kansas City 5, Mo. 
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Awaits Post-Assembly Guests—This is an aerial view 
of Hamilton, capital city of Bermuda, where the tenth anni- 


versary observance of the Academy’s Invitational Scientific 
Congress will be held. The Congress is scheduled to be in the 
Castle Harbour Hotel. 


Awaits European Voyagers— London and its fabled Big Ben 
onthe Parliament building will provide lots of atmosphere 
for a scientific program in England which will be held in 
conjunction with two special European tours. 
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the anatomy of towelt...ExQuisiTE SENSIBILITY 
An alert and exquisite “fifth sense” in clinical diagnosis is tactile sensibility, as, 
for example, in discerning the presence and quality of a nodule in the thyroid. 


Patients esteem their own tactile sensibilities, as well, and notably in the choice of a prophylactic, 
RAMSES,® for example, in which utmost sensitivity is preserved —“built-in.” The superior pro- 
phylactic, RAMSES is a tissue-thin rubber sheath of amazing strength, of solid clinical reliability, 
and yet smooth as silk, transparent as gossamer, almost out of human awareness. 


RAMSES enables the physician to rely on rigorous cooperation for putting an end to the cycle 
of re- and re-infection with Trichomonas,’ due most often to unprotected sexual intercourse.” 
Without imposition, or deprivation, for the sake of cure, routinely using RAMSES will assure 
positive clinical control with a minimum of awareness, for in RAMSES the sensitivity is “built-in.” 


socsee 1. Weiner, H. H.: Clin. Med. 5:25 (Jan.) 1958. 


Pacini’s corpuscle Meissner’s corpuscle Ruffini’s spindle 
(pressure sensibility) 3 (tactile information) 2 (warmth) 
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ONE DOZEN GENUINE TRANSPARENT 


RAMSES® 


PROPHYLACTICS 


2. Giorlando, S. W., and Brandt, M. L.: Am. J. Obst. & Gynec. 76:666 (Sept.) 1958, 


JULIUS SCHMID, INC., 423 West 55th Street, New York 19, N. Y. 
RAMSES is a registered trade-mark of Julius Schmid, Inc. 
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AAGP Board of Directors Hears Report 
On Relative Value Schedule Studies 


ACADEMY MEMBER, Dr. Lester Bibler, chairman 
of the American Medical Association’s Committee 
on Medical Practices which wholeheartedly sup- 
ports Relative Value Schedule Studies, appeared 
before a recent meeting of the Academy’s Board 
of Directors in Kansas City to gain support for 
the studies. 

Following his report, the Board passed a mo- 
tion stating that the Academy urges continuing 
study of the relative value indices and strongly 
approves that these relative value indices con- 
sider the procedure and the ability of the indi- 
vidual doing it and not just his training. 

In seeking AAGP support for the studies, Dr. 
Bibler pointed out that at the 1958 Clinical Ses- 
sion the AMA House of Delegates had approved 
the conduct of Relative Value Studies by con- 
stituent medical associations on the pattern of 
the one evolved by the California Medical 
Association. 

He said that as a result, a number of states 
have already adopted such studies, and many 
others are in the process of conducting, or con- 
sidering, such studies in the near future. 

As a matter of explanation, Dr. Bibler said 
that physicians must understand that these 
values are basically and fundamentally merely 
numerical unit designations which express the re- 
lationship the value one professional service bears 
to another. They are reflections of the time and 
effort expended to perform these services. 

“Relative values are not fees; they are values 
derived from the customary charges physicians, 
in a given community or area, make for profes- 
sional services,” Dr. Bibler said. ‘‘Since they are 
not fees, they do not set fees unless physicians 
through their medical societies voluntarily elect 
to use relative values as an index for the applica- 
tion of a dollar factor in order to arrive at a fee 
schedule.” 
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One of the most outstanding aspects of the 
relative value schedule is that it provides a solid 
foundation for public understanding of the basis 
for a physician’s charges. 

Dr. Bibler then proceeded to list the areas in 
which approval and acceptance of the concept of 
relative values is consistent with AAGP phi- 
losophy. 

1. Relative value studies provide a tool where- 
by a physician may logically and scientifically 
explain to his patients the basis for his charges. 

2. Relative value studies provide a medium 
whereby realistic evaluation of the worth of each 
physician’s services can be made on the basis of 
factors such as time, competence, experience and 
effort. 

3. Relative value studies provide an oppor- 
tunity for the construction of realistic benefit 
schedules of allowance by Blue Shield, private 
insurance, government agencies and other parties 
involved in the financing of medical care costs. 

4. Relative value studies offer the opportunity 
of creating positive and constructive programs 
for combating criticism against the medical pro- 
fession and voluntary health insurance, while 
successfully competing against less desirable 
schemes which have been offered as alternatives 
to existing programs. 


Surgeon General Leroy Burney Advises 
Influenza Vaccination for Certain Groups 


ALTHOUGH no widespread attacks of influenza are 
being anticipated, Dr. Leroy E. Burney, Surgeon 
General of USPHS, has been urging certain 
groups to be vaccinated before the influenza 
season begins. 

Surgeon General Burney explains that local- 
ized outbreaks of the disease undoubtedly will 
occur during the next several months, and vac- 
cination is the only prudent measure for certain 
segments of the population. 
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The following groups have been advised to seek 
medical advice as to their need for the vaccine: 

1. Persons for whom the onset of influenza 
might represent an added health risk, such as in- 
dividuals with cardiovascular or pulmonary con- 
ditions, persons over age 55 with chronic illness 
of any type and pregnant women. 

2. Persons responsible for the care of the sick. 

3. Persons responsible for providing essential 
public services, such as law enforcement, fire pro- 
tection, transportation and communications. 

4. Industries and other commercial enterprises 
wishing to keep the employee absenteeism rate 
from rising. 

Dr. Burney advises that the predominant type 
of influenza this fall and winter will probably be 
the A-2, or the Asian strain, rather than Influenza 
B which was the major form last year. 


Governor Orders Medical Care Study 
And Recommendations for New York State 


BY THE TIME the New York State Legislature 
convenes in 1960, recommendations will be in for 
new legislation in the medical care field as a 
result of a study by a specially-appointed com- 
mittee of the Rockefeller Administration. 

The survey was started in midsummer as a 
result of Governor Nelson Rockefeller’s concern 
over administrative and fiscal problems in hos- 
pitals and the costs of medical care. The study is 
also exploring “ways of keeping medical care 
within financial reach of the average individual.” 

Among the problems being considered in the 
study are: 

1. Insuring that high-cost medical facilities are 
put to the best use and do not lie idle because 
persons who need them cannot afford them. 

2. Providing insurance programs to offer more 
protection against the cost of medical and nurs- 
ing care outside the hospital as a supplement to 
present hospital insurance. 
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3. Improving insurance coverage of diagnostic 
medical services outside hospitals, which can pre- 
vent illness or detect it at an early stage. 

4. Developing more rehabilitation services for 
general hospitals to restore as many patients to 
self-sufficiency as possible. 

5. Encouraging the establishment of new 
moderate-cost nursing homes for persons who need 
long-term care. 

Many of these problems skirt the edges of the 
controversial issue of socialized medicine. Any 
radical solutions offered by the study committee 
would likely arouse considerable opposition in the 
Legislature. 

During the 1958 election campaign, Mr. Rock- 
efeller endorsed establishment of a state social 
insurance program to protect all wage earners 
against sudden heavy expenses beyond their means. 

However, during his first legislative session, 
Governor Rockefeller said the question of ‘‘major 
medical” insurance needed more study. The field 
to be covered in the new study would appear to 
cover that ground. 

Dr. John J. Bourke, executive director of the 
Joint Hospital Survey and Planning Commission, 
is directing the study. Serving with him are Dr. 
Herman Hilleboe, State Health Commissioner; 
Raymond W. Houston, Social Welfare Com- 
missioner; Dr. Paul Hoch, Mental Hygiene Com- 
missioner; Dr. Martin Catherwood, Industrial 
Commissioner; Thomas Thacher, Superintendent 
of Insurance; Dr. T. Norman Hurd, Director of 
the Budget and Dr. William Ronan, secretary to 
the governor. 


Report Shows Graduate Medical Training 
Increasing Rapidly in This Country 
MORE THAN 37,000 physicians received graduate 
training in 1958-59, according to a recent report 
from the American Medical Association’s Council 
on Medical Education and Hospitals. 
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Here’s Rich Uncle Fred’s favorite picture of himself... a 
print from his ulcer x-ray. One of the first ever taken clinic- 
ally, it cost him a fortune. 

Unfortunately, in those days not even Fred’s great wealth 
could buy him the antacid medication he needed. Today, 
though, all your peptic ulcer patients can have the low cost, 
lastingly effective pain relief and acid control of Gelusil . . . 
the antacid adsorbent Rich Uncle Fred should have had. 
Especially important to your hospitalized patients . . . Gelusil is 
all antacid in action . . . contains no laxative . . . does not 
constipate. Prescribe Gelusil, the choice of modern phy- 


sicians, for every antacid need. 
GELUSIL 


the physician’s antacid 


MORRIS PLAINS. 
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The report showed there has been a 50 per 
cent increase in available internships and a 500 
per cent increase in residencies from 1941 to 1958. 
Since last year, the number of internships in- 
creased 2,271. In 1941 there were 5,256 residen- 
cies, but by 1959 there were 31,818, an increase 
of 6,842 over 1957-58. During the past year 1,435 
hospitals offered training, an increase of 35. 

Only 17 per cent of available internship posi- 
tions remained unfilled. The average number of 
intern positions for each hospital was 14.6, the 
highest in the past ten years. Internships in 
straight internal medicine held the highest rate 
of occupancy—88 per cent. 

Nongovernmental hospitals offered 78 per cent 
of available internships, federal hospitals 4.5 per 
cent, nonfederal 15.5 per cent and private hospi- 
tals 1 per cent. The federal hospitals claimed the 
lrighest rate of intern occupancy with 93 per cent. 
Private hospitals showed the lowest rate, 75 per 
cent. 

It is interesting to note that only 44 per cent 
of the positions offered by the Veterans Adminis- 
tration were filled, but 100 per cent of internships 
in the uniformed services were occupied. 


Stanford University Has Fall Dedication 
Of Plush New Medical Center in Palo Alto 


AFTER OPERATING its medical school in San Fran- 
cisco a little more than 50 years, Stanford Uni- 
versity just recently observed formal dedication 
of its new $22 million medical center in Palo Alto. 
The university’s medical school in San Fran- 
cisco has been abandoned. Stanford still owns a 
hospital in that city but the institution is being 
operated privately. 
_ The medical center is comprised of seven build- 
ings in a gardenlike atmosphere. Arcades, cov- 
ered walks, pools, fountains, trees, flowers and 
open courtyards will adjoin the $10,380,000 hos- 
Pital and its $9,300,000 medical school. 
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Architect for the new buildings is Edward D. 
Stone, who conceived the American Embassy at 
New Delhi and the United States Pavilion at the 
Brussels World Fair. The new structures blend 
with other buildings on the university campus— 
“a contemporary version of Stanford’s adaption 
of romanesque, which was brought to California 
by the Spaniards.” 

The move from San Francisco brought opposi- 
tion from various Stanford alumni and friends. 
The medical school in San Francisco had been in 
operation since 1908 when the properties of 
Cooper Medical College were transferred to Stan- 
ford. 


Conservative Victory in Britain Stops 
Labour Party’s Plan To Expand NHS 


THE RECENT Tory sweep in Great Britain has 
undoubtedly squelched the Labour Party’s pre- 
election proposal to expand the British Health 
Service. 

Redeployment of doctors into group practices 
and health centers was one of the main features 
of the proposal which would have formed the 
basis of Labour’s health policy if the party had 
been returned to power. Labour had likewise 
promised to limit the number of patients on a 
doctor’s list to 2,500, instead of the 3,000 or so 
that some doctors now handle, without a cut in 
income. 

With the Conservative’s victory, the new gov- 
ernment is now bound to its less drastic promise 
of launching a big program of hospital building— 
about double the present building program. The 
Conservatives also promised to extend their pro- 
gram of vaccination against poliomyelitis. 

Using the British NHS as a pattern, the Social- 
ist Party in Austria now is considering a sweep- 
ing plan for the nationalization of all health 
services and possibly for state production of 
medicine. 
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Since the Socialists are an equal partner of the 
Right-wing Peoples’ Party in Austria’s coalition 
government, the program wi!l have a good 
offensive. 

The present Austrian health insurance system 
is reportedly short of funds. The Socialists sug- 
gest that instead of an attempt to reconstruct 
the insurance system, all health services should 
be nationalized under a ministry or a state 
secretariat. 

All physicians would become civil servants with 
fixed salaries under this plan. General practition- 
ers should receive an additional allowance based 
on the number of patients registered with them. 

All hospitals and clinics now operated by mu- 
nicipalities or religious and private organizations 
would be taken over by the state. 

Private physicians would stii! be allowed to 
practice, but they would not be allowed to do 
any work for the state health service. None of 
their expenses would be paid for from public 
funds. 

Non-Socialist newspapers have campaigned 
against this plan for the “‘collectivization’’ of the 
health services. They say it would reduce the 
physician to the level of the civil employee who 
“might just as well wear a uniform.” 


New York Labor Council May Compete 
Against City’s Blue Cross, Blue Shield 


THE YEAR finishes off with more sparring between 
New York City Central Labor Council and the 
local Blue Cross and Blue Shield. 

In late summer, Mr. Van Arsdale, president 
of the labor council, said formal machinery had 
been set up to consider operating its own hospi- 
tals and medical insurance in New York City in 
competition with Blue Cross and Blue Shield. 

This announcement was answered by spokes- 
men for two hospital groups in New York City. 

Mr. Grant Adams, executive director of the 
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United Hospital Fund, called Mr. Van Arsdale’s 
announcement a “surprise” in view of recent 
progress made by the Associated Hospital Service 
of New York (Blue Cross) in bringing organized 
labor into closer touch with Blue Cross operations 
and policies. 

Dr. Arnold A. Karan, president of the Greater 
New York Hospital Association, said the proposal] 
sounded as though Mr. Van Arsdale favored 
having organized labor “‘disassociate itself from 
the rest of society, take care of its own group and 
leave the expensive but humane job of taking 
care of the poor and indigent up to someone 
else.” 


Chiropractors Now Eying Licensing 
Legislation for Them in Four States 


THE National Chiropractic Association is now 
pressing harder to promote licensing legislation 
for chiropractors in those states where none exists. 

Mr. Loran M. Rogers, executive secretary of 
the chiropractic association, recently pointed out 
that chiropractors are licensed everywhere in the 
United States except New York, Massachusetts, 
Louisiana and Mississippi. 

He declared that states not regulating the 
chiropractic profession could “‘become havens for 
those who cannot meet the requirements of licens- 
ing boards in other states.” 

Speaking at an education seminar of NCA in 
New York City, Mr. Rogers called for prompt 
enactment of chiropractic licensing legislation in 
New York State. 


Predict Over 208 Million Population 
For U.S. in 1970—Expect Many Aged 


THE POPULATION of the United States, including 
our two newest states, may well be over 208 
million by 1970, according to projections by the 
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Statistical Bureau of the Metropolitan Life In- 
surance Company. The projections, based in part 
upon estimates by the Bureau of the Census, 
show marked geographic and age-group vari- 
ations. 

From April 1950 to July 1957 the population 
increased at the rate of 1.7 per cent a year; in 
the period to 1970, on which the projections are 
based, the annual increment is likely to average 
1.5 per cent, or a total population of somewhere 
over 208 million. 

Of great interest to those studying current 
geriatric problems is the fact that the number of 
people at ages 65 and over (a group considered to 
be outside the main productive ages—18 to 64 
years will be growing faster than the younger 
segment of the population. By 1970 this group 
may total about 1914 million, or almost one-third 
more than in 1957. 

In every section of the country, except the West, 
there is expected to be a higher proportion of 
elders than in 1957. 

In the Mountain and Pacific states, however, 
the proportion may remain unchanged. By 1970, 
nearly one out of every nine residents in the 
Northeast and in the West North Central States 
will be 65 years of age or older. 

Persons at the principal] productive ages (18 to 
64 years) will be the slowest-growing group in 
the country, rising only about one-fifth. Within 
this age group, the low birth rates of the 1930’s 
will be reflected in the virtually unchanged num- 
ber at ages 25-44. However the population of 
ages 18-24 is expected to increase by nearly two- 
thirds and ages 45-64 by more than one-fifth. 

In all areas but the East South Central States 
the geographic outlook for this age group (18-64) 
is for a small rise, about 4 per cent. But in some 
states like Arkansas, where the outmigration has 
been marked, this productive age group-will de- 
cline by almost one-seventh. 

The geographic outlook for those in our younger 
age group (up to age 18) is about the same as 
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for the productive group, but the population of 
youngsters as a whole is expected to grow more 
rapidly. There will be one-fourth more youngsters 
by 1970, an increase from 60 million to about 74 
million. 

Geographically speaking, the most notable fact 
is that our Pacific States will continue to gain in 
population, by an increase of two-fifths or nearly 
twice the rate for the country as a whole. Cali- 
fornia alone will add more than six million in- 
habitants by 1970. With an anticipated popula- 
tion in excess of 20 million, California could well 
become the most populous state, outranking New 
York by about a quarter of a million. 

Nevada and Arizona will also show substantial 
increases, as will Florida, Maryland, Delaware 
and Michigan. 


‘Medical Career Handbook Ready 
For Prospective Medical Students 


As AN AID to students interested in preparing for 
a career in medicine, the American Medical 
Association and the Association of American 
Medical Colleges have just this fall published a 
medical career handbook. 

Although many educators believe high school 
students should delay their final decision on any 
professional career requiring postgraduate educa- 
tion until they are enrolled in college, some tal- 
ented and interested students express an early 
concern for what the years ahead hold for them. 
It was for just such students that the booklet was 
prepared—as a guide to those seeking informa- 
tion and advice on preparing for a career in medi- 
cine; and as a help in exploring the challenges, 
demands and opportunities of such a career. 

The handbook will be available to medical 
societies, vocational guidance counsellors, faculty 
advisors and school libraries. 

Sections in the booklet cover: Opportunities 
and Rewards of Medicine; High School Prepara- 
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Camp fabric lumbosacral supports play an 
important part in the conservative treat- 
men of orthopedic conditions. They steady 
and limit the motions of the joints, liga- 
ments and muscles in injuries and diseased 
conditions of the low back. Available 
without or with steel upright reinforce- 
ments or with the Camp spinal brace as 
needed. 


Camp’s Lumbosacral Supports are scien- 
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tifically designed to give a secure fit to the 
pelvic girdle, the upper lumbar and the 
low dorsal spine, including the entire ab- 
domen in front, thus giving maximum 
lumbar spine support with the greatest 
patient comfort. 


Camp trained fitters will give your patients 
immediate service according to your spe- 
cific prescription. 
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tion; Guide Posts for the High School Student; 
Qualities of a Physician; Choosing a College of 
Arts and Sciences (including choice of curriculum) 
and How To Get Into Medical School. 

The section on The Medical School covers sev- 
eral phases: curriculum, attrition of students, 
opportunities for women physicians, military 
service, fees and costs, employment, and scholar- 
ships and loan funds. 

Concluding sections of the handbook are on 
Types of Practice and, finally, Licensure. 


Expanding Kendall Park, N.J. Medical 
Center Typical of Suburban Installations 


TYPICAL of the growing suburban and rural med- 
ical centers around the U.S. is the year-old Com- 
munity Medical Center in Kendall Park, N.J. 
The center serves a three-city area including the 
booming community of Kendall Park which will 
soon have 1,500 families. 

Dr. Benedict Scasserra and Dr. Frank Bristol 
founded the center with the idea that every fam- 
ily should have its own family doctor and that the 
general practitioner can provide high quality 
complete medical coverage. 

Located in a reconverted Kendall Park home, 
the center has complete laboratory facilities and 
a staff of three general practitioners plus visiting 
specialists. 


Efficiency, Key to Greater New York 

Hospital Association’s Proposed Program 
A PROGRAM to reduce unnecessary hospitalization 
and costs has been announced by The Greater 
New York Hospital Association. . 

The association, which represents 96 voluntary 
and municipal hospitals, claims that the average 
length of stay in these hospitals already is one of 
the lowest in the country. 
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Here are some of the proposals: 

1. Review nonemergency admissions before 
weekends and holidays, when routine diagnostic 
and other services may not be available. 

2. Schedule laboratory, x-ray and other diag- 
nostic procedures on admission, or even in ad- 
vance of it, to make full use of the first day in the 
hospital. 

3. Utilize group buying of supplies. 

4. Maintain a uniform budget year—account- 
ing, statistical and financial reports—by agree- 
ment among hospitals and agencies requiring re- 
ports, such as the United Hospital Fund and city 
and state government agencies. 


“And then, just as I’m reaching 

for the pile of shiny toys, 

it turns out that Santa Claus 

is a lousy headshrinker in disguise.” 
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Medical News in Small Doses: 


Dr. WILLIAM F. SHEELEY, who recently joined 
American Psychiatric Association staff in Wash- 
ington, D.C., now heads the APA’s General Prac- 
titioner Education Program, which is operated 
with the support of a grant from the. National 
Institute of Mental Health. The program is de- 
signed to develop suitable content and workable 
methods of bringing psychiatric training to fam- 
ily physicians in their own communities, as dis- 
tinguished from formal education in university 
settings. . . . The AMA has announced the ap- 
pointment of Academy Member Sam Leinbach of 
Belmond, Ia. to its Council on Rural Health... . 
The AAGP Board of Directors recently appoint- 
ed Dr. W. R. Sibley, Abilene, Tex., to the Acad- 
emy’s Committee on Mental Health to fill the 
vacancy created by the death of Dr. Andrew 
Tomb. Director John Milligan has also been 
named as an additional member of the commit- 
tee... . During the 100th anniversary meeting of 
the American Dental Association in New York 
City, it was announced that of America’s 170 
million citizens, 43 million are now getting fluo- 
rides in their drinking water. . . . New executive 
director of the National Association for Mental 
Health is Lawrence J. Linck of Chicago. . . . Be- 
ginning January 1, the AMA and USPHS Na- 
tional Library of Medicine in Washington will 
institute a new program for the indexing of med- 
ical literature which is estimated at 220,000 
articles annually. As a result of the new venture, 
the AMA will discontinue publication of its 
Quarterly Cumulative Index Medicus. The new 
publication will be called Index Medicus. . . . 
Academy Member Leo M. Wachtel, Jr., presi- 
dent-elect of Florida Medical Association, was 
guest speaker at a luncheon held during the 
recent annual convention of Medical-Dental- 
Hospital Bureaus of America which was held in 
Miami Beach, Fla. 
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News from the State Chapters 


ROUND-TABLE discussions at the luncheons pro- 
vided an innovation for the scientific program at 
Wisconsin’s annual meeting September 20-22, 
which marked the largest attendance in the chap- 
ter’s history. 

Featured speaker for the meeting in Milwaukee 
was Dr. Philip Thorek, a Chicago surgeon, who 
spoke at the banquet and the scientific program. 

Dr. Charles J. Picard of Superior took over the 
duties of president at the business meeting. (See 
cut.) The chapter elected Dr. Robert E. Callan, 
Milwaukee, as president-elect and, for a second 
term, Dr. John A. Kelble of Milwaukee as secre- 
tary-treasurer. Dr. Edgar End, Wauwatosa, was 
elected speaker. Dr. Robert F. Purtell, Milwau- 
kee, was re-elected a delegate and Dr. David N. 
Goldstein, retiring president, was named an 
alternate. 

Twenty speakers contributed to the two-day 
scientific program. Monday speakers were: Dr. 
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Badger Trio—Wisconsin’s new president, Dr. Charles J. 
Picard of Superior, (left) took on his duties at the annual 
meeting September 20-22. Dr. Robert E. Callan, Milwaukee, 
(center) was named president-elect. Dr. David N. Goldstein 
of Kenosha is the retiring president. 


Ralph V. Platou, Tulane University, New Or- 
leans, La.; Dr. H. B. Christianson, Ochsner Clinic 
and Hospital, New Orleans, La.; Dr. Donald R. 
Lannin, Shriners Hospital, St. Paul; Dr. Malcolm 
McCannel, University of Minnesota; Dr. Mit- 
chell J. Nechtow, Cook County and Chicago 
Medical School; Dr. Arthur DeBoer, Wesley 
Memorial Hospital, Chicago, and Dr. Graham 
Smith, Minneapolis. 

The second-day program included: Dr. Edgar 
Gordon, University of Wisconsin; Dr. William 
Keetel, University of Iowa; Dr. Robert S. Bald- 
win, Marshfield Clinic and St. Joseph’s Hospital, 
Marshfield, Wis.; Dr. Francis J. Millen, Mar- 
quette University; Dr. Chester C. Schneider, 
Deaconess Hospital, Milwaukee, and Dr. Ray- 
mond Randall, Mayo Clinic and University of 
Minnesota. 

A panel discussion was the last event on Tues- 
day. Moderator for this discussion on the “‘Aller- 
gic Child” was Dr. H. Kent Tenny, University of 
Wisconsin, and members of the panel were Dr. 
Seymour B. Crepea, University of Wisconsin; 


Banquet Guests—Among the guests at the speakers table 
of the annual Wisconsin banquet were (from left to right): 
Mrs. Leif Lokvam; Dr. Lokvam, Kenosha; Mrs. Robert 
Heerens; Dr. Heerens, president of the Illinois chapter; 
the Rev. Vincent O’Flaherty, S.J., of Marquette University; 
Mrs. D. Sorenson; Dr. Sorenson, president-elect of the 
Wisconsin State Medical Society; Mrs. C. J. Picard, and 
Dr. Picard, incoming president of the Wisconsin chapter. 
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Dr. George Logan, Mayo Clinic, and Dr. Edward 
Strem, St. Paul. Moderators for the luncheon dis- 
cussions were Drs. Donald R. Lannin and G. A. 
Hellmuth. 

General moderators for the scientific sessions 

were Drs. Jack Brown, Donald Green, Elizabeth 
Baldwin and Anthony Sanfellipo. 
@ Attendance at the first northwest regional 
meeting of the Oregon, Washington, Idaho and 
Montana chapters totaled 848 physicians, guests 
and exhibitors from 13 states and foreign coun- 
tries. (See cut.) 

The three-day meeting in Portland, Ore., Sep- 
tember 9-11, was also the 12th annual scientific 
session of the Oregon chapter, which was held in 
conjunction with the semi-annual Sommer Me- 
moria] Lectures under the auspices of St. Vincent 
Hospital, Portland. (See cut.) 

The chapter named Dr. Stanley A. Boyd of 
Portland president. (See cut.) Other officers elect- 
ed were: Dr. Murdoch E. McIntyre of Eugene, 
president-elect; Dr. Arthur D. Pochert, Port- 
land, vice president; and Dr. Archie O. Pitman, 
Hillsboro, director. Newly elected delegate is Dr. 
Verne L. Adams, Eugene, and alternate is Dr. 
Ennis R. Keizer, North Bend. 

In recognition of Oregon state’s centennial 
year, the theme of the regional meeting, “The 
Horse and Buggy Doctor Session,” saluted the 
family doctors of the past who cared for patients 

without the conveniences 
of modern medicine. The 
program for the scientific 
session featured 12 out- 
standing speakers with 
topics directed to the 
family physician. 


Oregon Elects— Accepting the 
gavel from retiring president, 
Dr. Robert H. Tinker (right), is 
Dr. Stanley A. Boyd, Portland, 
Oregon’s new president. 


Four States Meet—Chapter members from Oregon, Wash- 
ington, Idaho and Montana heard Author Stewart Holbrook 
at a luncheon during their regional meeting in Portland. 


Continuing Education—Sommer Memorial lecturer, Dr. 
Leland S. McKittrick, clinical professor of surgery, Harvard 
University Medical School, discusses “Intestinal Obstruction” 
before the first northwest regional meeting in Portland. 


Honored Speaker—Dr. Fount Richardson, president of the 
AAGP, (right of microphone) was the principal speaker at the 
banquet of the northwest regional meeting. He was introduced 
by Dr. Robert H. Tinker, past president of the host-chapter, 
Oregon. 
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which antacid? Rorer’s Maalox. Excellent results, 
no constipation plus a pleasant taste that patients like.” 


Maatox® an efficient antacid suspension of magnesium-aluminum hydroxide 
gel offered in bottles of 12 fluidounces. 


TABLET Maatox: 0.4 Gram (equivalent to one teaspoonful), Bottles of 100. 


TaBLET Maatox No. 2: 0.8 Gram, double strength (equivalent to two 
teaspoonfuls), Bottles of 50 and 250. 


Samples on request. 
WiuiaM H. Rorer, INc., Philadelphia 44, Pennsylvania 
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Dr. Fount Richardson, AAGP president, was 
the featured banquet speaker. (See cut.) Social 
events for the wives included a fashion show 
luncheon, a tour and a river boat jaunt. 

@ Dr. James D. Murphy of Ft. Worth, speaker of 
the AAGP Congress of Delegates, was a guest 
speaker at the banquet of Alabama chapter’s 19th 
semi-annual postgraduate seminar in Birming- 
ham. 

Speaking to 200 members and guests on “The 
Family Doctor and His Problems,” Dr. Murphy 
said socialization of medicine was no more of a 
threat than the efforts of specialists to limit gen- 
eral practitioners in their work. He urged physi- 
cians to fight for better hospital relations and 
privileges. 

A certificate of Meritorious Service was pre- 
sented to Dr. James Garber, retired chief of ob- 
stetrics at University Hospital in Birmingham, 
who organized the first postgraduate seminar for 
the chapter. (See cut.) This is only the second such 
award to be given by the AAGP. 

In presenting the certificate, Dr. Julius 
Michaelson, Foley, said: “Even thougha specialist 
and leader in his chosen field, Dr. Garber has 
long recognized the fact that the best interests of 
the welfare of the general public lies in the train- 
ing of more and better general practitioners. To 
this end, and with no thought of personal gain 
or return, he has unceasingly fought the battle 
to enhance our stature.’ 

The two-day scientific program, August 20-21, 
included symposia on surgery and pediatrics. 
® The ninth annual meeting of the Ohio chapter 
in Columbus, September 16-17, set an attend- 
ance record with 1,012 total registration which 
included 608 physicians. This meeting was held 
during Ohio’s Family Doctor Week which was 
officially proclaimed by Governor Michael Di- 
Salle. (See cut.) 

In an election of officers, Dr. Roger A. Peatee, 
Bowling, was named president-elect and Dr. 
Raymond M. Kahn, Dayton, treasurer. (See cut.) 
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Award Recipient—Dr. W. J. B. Ownings (left), president of 
the Alabama chapter, congratulates Dr. James R. Garber, 
Birmingham, who received a Certificate of Meritorious Service 
from the AAGP. The award was presented during the banquet 
of the chapter’s 19th postgraduate seminar in Birmingham. 


Official Proclamation—Governor Michael DiSalle pro- 
claimed September 14-19, Ohio’s “Family Doctor Week.” 
Retiring President Charles Marlowe received the proclama- 
tion from the Governor prior to the meeting. Looking on are 
(left) Dr. Joseph Lindner, Ohio’s first president, and Dr. 
Lewis Cellio (right), the 1960 president. 


Officers and Wives—Dr. Roger Peatee and Mrs. Peatee 
of Bowling Green (right) celebrate his election as president- 
elect of Ohio’s chapter with the new treasurer, Dr. Raymond 
Kahn, and Mrs. Kahn. 
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ROUTINE RECTAL 
EXAMINATION 


BARR-SHUFORD 
RECTAL SPECULUM 


A sensibly designed speculum which 
permits perfect vision for examination 
or operation. The absence of sharp cor- 
ners and edges permits this speculum to 
be introduced with greatest possible comfort to the 
patient. The slot permits easy withdrawal from the pile 
mass after injection. The tapered obturator may be 
used as a rectal dilator. Length, 434"; diameter at small 
end, 54”, diameter at large end, 2”, slot 4%” x 114”. 


16" 


Cat. No. GP 10310 


SIL-SPRAY 


THE IDEAL LUBRICANT 
FOR INSTRUMENTS, 
GUNS, TACKLE, LOCKS 


Your car door locks won’t freeze up this 
winter if you apply SIL-SPRAY. Your 
won’t jam or rust if you use SIL- 
PRAY. Your instruments will operate 
freely after autoclaving if you use SIL- 
inert, non-toxic, non-injurious to metal, 
wood or paint. Catalog No. GP 5465. 


12 ox. can $379; 6 oz. can $198 


THIS IS A GUMP => 


Protects teeth from chipping by metal instruments 
when working in mouth or throat. Designed by an 
anesthesiologist. Child’s or Adult’s size, each $1.50 
Catalog No. GP 15296 
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COMPLETE MEDICAL SUPPLY 
609 COLLEGE ST. CINCINNATI 2, O. 


President Installed—Ohio’s new president, Dr. Lewis 
Cellio (left), accepts the gavel from retiring president, Dr. 
Charles Marlowe. 


To the Winner—Dr. William Smith, Jr. (right) makes sure 
things are on the up and up during the prize drawing at the 
Ohio meeting. Dr. Herbert Salter of Cleveland, AAGP 
Board member, receives the name card from Miss Jane Cellio, 
daughter of the new president. 


Senator Speaks—Sen. John Kennedy, (D-Mass.) cancelled 
some previous committments but retained the Ohio chaplers 
banquet engagement. He talked informally and answered Ohid 
members’ questions. 
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Dr. Lewis W. Cellio, Columbus, was installed as 
president. Ohio’s delegates are Dr. Cellio and Dr. 
Herbert W. Salter, Cleveland, with alternates, 
Drs. George H. Lemon, Toledo, and Albert E. 
Thielen, Cincinnati. 

A special feature of this year’s meeting was a 
prize drawing at the close of each session. (See 
cut.) The first prize was two round-trip tickets 
plus $100 to the 1960 AAGP Assembly in Phila- 
delphia. 

In the exhibition hall there were 85 commercial 

exhibitors and 15 scientific exhibitors. The chap- 
ter sponsored an exhibitors breakfast on the last 
morning of the meeting. 
@ Dr. Rudolph F. Sievers of Blair was installed 
as president of the Nebraska chapter at its tenth 
annual meeting in Lincoln, Neb. (See cut.) Dr. 
Ivan M. French of Wahoo, who served as the 
scientific program committee chairman, was 
named president-elect. 

Other officers elected September 10, at the 
business portion of the meeting were Dr. John A. 
Brown III of Lincoln, secretary-treasurer, and 
Dr. Richard F. DeMay of Grand Island, vice 
president. Mrs. Aletha E. Kos is the executive 
secretary. 

Drs. George F. Hoffmeister of Hastings and 
Walter M. Reinger of Holdrege were selected as 
delegates to the Assembly and Drs. Harvey A. 
Runty of DeWitt and Herbert D. Kuper of 
Columbus were elected alternates. 

The first item on the two-day agenda was a 
symposium, “General Practice: Its Present and 
Future.” Speakers included: Dr. Jesse D. Rising, 
University of Kansas, “What is Genera] Practice 
Today?”; Dr. Louis F. Rittelmeyer, Mead John- 
son & Company, “Preparation for General Prac- 
tice”; Dr. Eugene W. J. Pearce, University of 
Kansas, “The Specialist’s Role in the Continuing 
Education of the General Practitioner”; and Dr. 
Francis L. Land, Ft. Wayne, Ind., “The Future 
of General Practice and Its Relationship to Spe- 
cialization.” Dr. Ivan French was moderator for 
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Cornhuskers Elect—Newly-elected officers of the Nebraska 
chapter are Dr. Rudolph F. Sievers, president (seated left) 
and Dr. Ivan M. French, president-elect. Standing from left 
to right are Dr. Richard F. DeMay, vice president; Mrs. 
Aletha Kos, executive secretary, and Dr. John A. Brown, 
secretary-treasurer. 


a panel discussion on “‘Proposed Revisions in the 
Total Medical Curriculum” which included Drs. 
Rising, Rittelmeyer, Pearce and Land. 

At the afternoon session, the same group of 
speakers presented papers on the topics, “‘Abnor- 
mal]. Attitudes in Cephalic Presentation,” ‘“‘Im- 
munization from Infancy to Old Age,” “An 
Office Cancer Test, Procedure and Value’ and 
“‘Tranquilizers, Ataractics and Sedatives.”’ 

The second day’s program included a session 
on psychiatric problems by speakers from the 
University of Nebraska: Dr. Thaddeus P. Krush, 
Dr. Stephen Dutch, Dr. Harold R. Martin, Dr. 
Julius Goldner, Dr. Robert Stein and Michael J. 
Carver, Ph.D. 
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while they are planning 
their family : 


they need your help 
more than ever 


the most widely prescribed contraceptive 


WHENEVER A DIAPHRAGM IS INDICATED 


Minnesota chapter heard a panel discussion on cardiac emer- 
gencies lead by Dr. Travis Winsor, Los Angeles, at the fall 
refresher course in Minneapolis. 


President Installed— Receiving the symbol of office from Past 
President John Lohmann (left) is Minnesota’s new presi- 
dent, Dr. Cyril Tifft of St. Paul. 


Round-table Discussion— Taking part in round-table dis- 
cussions at the luncheon of the fall refresher course were 13 
tables of physicia 


Culinary Delight— The banquet of the Minnesota fall meet- 
ing, September 22-23, featured a smorgasbord decorated with 
the AAGP crest etched in ice. 


Minnesota Fall Refresher— More than 425 members of the 
| 
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Speakers for the final session were: Dr. Harry 
Shwachman, Harvard Medical School, ‘‘Cystic 
Fibrosis” ; Col. James A. Wier, Fitzsimons Army 
Hospital, ““Management of Tuberculosis’; and 
Col. Byron E. Pollock, Fitzsimons Army Hospi- 
tal, “Myocardial Infarction.” 

Social events at the meeting included a ban- 
quet with Mr. H. Wayman Parker as guest 
speaker, luncheons and a coffee hour for the 
ladies. 

@ The first joint scientific session of the West 
Virginia chapter‘and the West Virginia School of 
Medicine was held October 31, at the West Vir- 
ginia Medical Center in Morgantown. The ses- 
sion included discussions on transfusion therapy 
and erythroblastosis. 

@ New Hampshire chapter reached its 100-mem- 
ber goal in August. According to Dr. William E. 
Putnam, secretary, recent applications pushed 
the membership total to 101 physicians. 

@ A recent project of the New Mexico chapter 
was cosponsoring the 41st annual meeting of the 
Southwestern Medical Association. The three- 
day meeting, November 5~7, was held in Roswell. 


Hawkeye President—Retiring president, Dr. R. L. Knipfer 
(left), gives the gavel to incoming president, Dr. L. H. Jacques 
of Towa City, at the annual banquet. The meeting was held 
September 27-29 in Des Moines. 
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Indiana Officials Hosted—A meeting of the Indiana chap- 
ter’s board of directors September 16, in Evansville, Ind., was 
highlighted by a luncheon, a tour and dinner as guests of 
Mead Johnson & Company. The group was also entertained 
at the Evansville home of Dr. John D. Wilson, a member of 
the Indiana board of directors, for cocktails preceding the 
dinner. Following a company-hosted breakfast the next day, 
the Indiana chapter members returned to Indianapolis via 
Mead Johnson’s executive plane. Shown during the Evans- 
ville stay are (first row, left to right): Dr. W. R. Latchaw, 
visitor, Portland, Me.; Dr. Nelson A. Wolfe; Mrs. Barbara 
Nier; Dr. Francis Brown, treasurer; Dr. William Gerding; 
Dr. James Lamey; and Dr. Harry Pandolfo, president- 
elect. (Second row) Mr. Robert Miller; Dr. Irwin Hostetter ; 
Dr. Bernard Edwards, president; Mrs. Patricia Deller; 
Dr. Norman Booher, AAGP director; and Dr. Alan Fischer ; 
vice president. (Third row) Dr. Hugh Ramsey; Mr. Charles 
Dosch, executive secretary; Dr. Kenneth Schneider; Dr. 
George Bloom; Dr. W. D. Snively, Jr.; Dr. Francis Land; 
and Dr. John Wilson. (Fourth row) Mr. Harvey Hullman 
and Dr. Floyd Boyer. . 


Iowa Banquet—Guesis at the speakers table of the Iowa 
banquet were (left to right): Mrs. Donald Kast; Dr. V. L. 
Schlaser, secretary-treasurer; Dr. C. J. Picard, Wisconsin 
chapter president; Dr. John Smith, [llinois president; Mrs. 
L. H. Jacques; Dr. R. L. Knipfer, retiring president; Mrs. 
C. J. Picard; President Jacques; Mrs. V. L. Schlaser; 
and Dr. Donald Kast, a past president. 


Iowans Hear About Satellites— Mr. George Ludwig, Jowa 
physicist, spoke on the satellite program at the luncheon 
session during Iowa chapter’s annual meeting, which was 
attended by 255 members. 
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there’s no 
like citrus jurce 


As a high-potency source of vitamin C, 
citrus juice—fresh, frozen, or canned—is 
unmatched for convenience and economy. 
The table below shows amounts? of other 
fruit juices required to supply the 100 
mg.* of vitamin C in one glass (7-9 fl. oz.) 
of citrus juice. 


apple 50 glasses Ful fi 
grape 9 glasses whl 


pineapple 3-4 glasses wii 


prune 50 glasses Hi 


+Data calculated from: Watt, B. K. et al., U.S. 
Dept. Agric. Handbook No. 8, 1950; and Burger, 
M. et al. Agr. & Food Chem. 4.418, 1956. 


*This is the peak of the 
Recommended Daily 
Allowances for adolescence 
or pregnancy; 150 mg. dur- 
ing lactation; 70-75 mg. for 
normal adults. 


ORANGES 
GRAPEFRUIT 
TANGERINES 
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Assembly News 


Tuesday Program Promises Outstanding Array of Topics, Speakers 


OnE of the basic precepts in program planning is: 
“Pick a really top man for your opening lecture, 
if you want to get your audience out of bed on 
time.”” Nobody can quarrel with the Assembly 
committee’s stout adherence to this rule-of- 
thumb when they selected Dr. Wesley W. Spink 
for the 9 A.M. lecture on Tuesday, March 22. 

Dr. Spink is one of the best known men in the 
entire field of chemotherapy, is the acknowledged 
authority in the specific subject of brucellosis, 
and eminently qualified to discuss ““New Devel- 
opments in Antibiotic Therapy.” 

After receiving his medical degree (1932) from 
Harvard and serving his intern and residency 
stints in the same environs, Dr. Spink went to 
the University of Minnesota in 1987 as assistant 
professor of medicine. Ten years later he became 
professor of medicine—a position he still holds. 

In addition to his many society affiliations 
(e.g. president, American Society for Clinical In- 
vestigation, 1949), and honorary memberships 
(e.g. Argentina, Chile), he has been chairman, 
Committee on Brucellosis, National Research 
Council, 1947-58; chairman of a similar WHO 
committee in 1957; and director of the U.S. 
Brucellosis Research Center since 1951. 

During World War II he served the Secretary 
of War as consultant on epidemic diseases, and 
currently is internal medicine consultant to the 
Air Forece—and, incidentally, first vice president, 
American College of Physicians. 

Dr. Spink proposes to review the tremendous 
advancements that have taken place in the con- 

‘trol and management of infectious diseases be- 
cause of the antibiotics. He will give special 
attention to certain clinical areas in which in- 
tensive work is now being done—particularly in 
the management of staphylococcal sepsis and the 
treatment of urinary tract infections. Some of the 


GP December 1959 


new antibiotics will be evaluated. “I will also dis- 
cuss,” he advises us, “some of the recent ad- 
vances in the treatment of fungus diseases.”’ 


ANTIBIOTIC REACTIONS 


The second man on the Tuesday Hit Parade is 
of equal prominence in his chosen field. Ethan 
Allan Brown is an Englander by birth-and educa- 
tion, born in London and trained at Balliol 
College and the University of London (where he 
later served as instructor). In 1935 he came to 
Boston for three years’ work at Lahey Clinic, 
thereafter joining the medical faculty at Tufts 
and initiating a private practice in allergy. 

As would be expected, his society memberships 
include practically all the allergy and derma- 
tology groups, here and abroad. But his breadth 
of medical] interests are apparent when one also 
notes on the list of organizations devoted to chest 
diseases, geriatrics, psychosomatic medicine and 
clinical hypnosis. He also holds an honorary 
membership in the Kansas City Academy of 
General Practice. 


Antibiotic Therapy—Top-ranking authorities in the anti- 
biotic field, Dr. Ethan Allan Brown (left) and Dr. Wesley 
W. Spink, will present new developments, therapy and reac- 
tions encountered with antibiotic agents. 
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Treatment 


Hypertension* 


Because 
RAUWILOID provides effective Rauwolfia 


action virtually free from serious side effects 
... the smooth therapeutic efficacy of Rauwiloid 
is associated with a lower incidence of certain 


When more potent drugs are 
of unwanted side effects than is reserpine...and 


venient single-tablet combinations with a lower incidence of depression. Toler- 
Rauwiloid® + Veriloid® ance does not develop. 


alseroxylon 1 mg. and alkavervir 3 mg. mee 

pe RAUvUwILOID can be initial therapy for most 

Rauwiloid® + Hexamethonium hypertensive patients... Dosage adjustment is 
alseroxylon 1 mg. and hexamethonium 


chloride dihydrate 250 mg. rarely a problem. 


Many patients with severe hypertension can be main- 
tained on Rauwiloid alone after desired blood pres- 
sure levels are reached with combination medication. 
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Director of Allergy Research Foundation and 
trustee of Allergy Foundation of America, he is 
editor of no less than three allergy journals, as 
well as Folia Clinica Internacional and Antibiotic 
Medicine. His prizes and awards have included 
work in pathology and morbid anatomy, bacteri- 
ology, public health and dermatology. 

Dr. Brown points out that an antibiotic agent, 
administered to an ill person on the strength of 
signs and symptoms related to the classic pro- 
gress of the illness, may itself produce other signs 
and symptoms that can complicate both diag- 
nosis and treatment. 

These symptoms—particularly when pyretic— 
may mimic an extension of the primary disorder. 
When they are mild and distinctive from the ill- 
ness under treatment, the corrective procedure is 
obvious. 

When they are an anticipation of anaphylactic 
shock, however, the physician has a vital re- 
sponsibility to recognize them while still incipient 
—and to know the prompt measures that will 
save the patient’s life. Dr. Brown, insisting that 
“it is impossible to over-stress the recognition of 
these untoward reactions,” will give them major 
emphasis in his presentation. 


CHILDHOOD NEPHRITIS 


Immediately following the morning recess, Dr. 
James G. Hughes, professor of pediatrics at the 
University of Tennessee, will present “The Man- 
agement of Acute Nephritis in Childhood.” Dr. 
Hughes talks the family doctor’s language, after 
spending two years in the early 40’s teaching a 
postgraduate course in pediatrics for general 
practitioners in all parts of Oklahoma. Out of 
this experience, during which he worked with 
family doctors in their offices and lectured five 
evenings a week, came much of the material for 
his textbook, Pediatrics in General Practice. 

Another text is currently in the mill and he has 
published extensively on prematurity, acute ne- 
phritis, epilepsy, sickle cell disease, hypertension 
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Preventive Pediatrics—Dr. Leona Baumgartner (left) and 
Dr. James G. Hughes both speak the family doctor’s lan- 
guage and both realize the general practitioner’s role in the 
field of pediatrics. 


in children and the relationship of obstetric fac- 
tors to brain damage in the newborn. He is cur- 
rently project director of a research program on 
this last problem. 

Dr. Hughes is a member of the American Pedi- 
atric Society and the Society for Pediatric Re- 
search. 

He is a former director and presently official 
examiner of the American Board of Pediatrics. 
During World War II he commanded the 225th 
Station Hospital in North Africa and Italy, re- 
ceiving the Legion of Merit for services during 
the Battle of Cassino. 

Consideration will be given in his lecture to 
the relationship of streptococcal infection to ne- 
phritis, with a discussion of the involved patho- 
genesis and a correlation of symptoms and signs 
with disturbed body mechanisms. Treatment will 
be discussed in detail. 

The major complications of acute nephritis 
(hypertensive encephalopathy, cardiac decom- 
pensation, and uremia) will be emphasized. Con- 
sideration will be given to convalescent care and 
the safety of relatively early ambulation evalu- 
ated. Supervision of the child in subsequent 
months will be stressed. 
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, * no griping + well tolerated, non-habituating 
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CHILD HEALTH ROLE 


It is a well recognized (though regrettable) 
fact that only a woman of dedication, determi- 
nation and grit can survive the four rugged years 
of medical school training and carve a place in 
this predominately man’s world of medicine. 
When, in addition, a woman wins the respect of 
the entire profession, has honors and awards 
literally heaped on her shoulders, and becomes 
Commissioner of Health of the City of New 
York, you are dealing with a truly outstanding 
personality. Such a person is Dr. Leona Baum- 
gartner, who will discuss: ‘““The Family Doctor 
and Child Health.”’ 

It would take a full page in GP to list all of Dr. 
Baumgartner’s titles, accomplishments and con- 
tributions to the fields of pediatrics, public health 
and administrative medicine. Just to touch some 
of the high spots, she has served as associate 
chief (and later consultant) of the U.S. Children’s 
Bureau, has for years been visiting lecturer at 
Harvard School of Public Health and more re- 
cently at Columbia as well, is on the WHO Ex- 
pert Advisory Panel on Maternal and Child 
Health, has been advisor to both the French and 
Indian Ministries of Health, was a member of 
the U.S. Exchange Mission to Russia last year, 
and holds honorary degrees from N.Y.U., Smith 
and Russell Sage College. Her contributions to 
the literature number well over a hundred. 

Dr. Baumgartner sees the family physician in 
a position of great significance. Although he is 
responsible for the care of nearly 75 per cent of 
our child population, only 9 per cent of his time 
is devoted to well-child supervision—compared 
to 54 per cent of the pediatrician’s time. But the 
family doctor is in a position to play a larger 
role in feeding advice, immunizations, , hearing 
and vision tests, accident prevention and paren- 
tal guidance. 

Because of his familiarity with the family back- 
ground, he can be a strategic member of the 
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school health team, rendering valuable help to 
the teacher on the problems of childhood and 
adolescence. The relationship of the general 
practitioner to research and the problems of 
postgraduate education in child health will also 
be discussed. 


PILONIDAL SURGERY 


The first discussion of the afternoon will deal 
with “The Surgery of Pilonidal Disease.”” The 
speaker will be Dr. J. Peerman Nesselrod, assist- 
ant professor of surgery at Northwestern Uni- 
versity Medical School. Dr. Nesselrod, a man of 
modesty equalled only by his professional abili- 
ties, supplied the GP Editorial Department with 
just six lines of typewritten biographic data. We 
feel honored, because this is two lines more than 
appears in the Directory of Medical Specialists! 

Very briefly, therefore, Dr. Nesselrod is at- 
tending proctologic surgeon at Evanston Illinois 
Hospital, a fellow of the American College of 
Surgeons and the American Proctologic Society, 
and a diplomate of the American Board of Proc- 
tology. After service in World War II, he is a cap- 
tain in the U.S. Naval 
Reserve. He is also the 
author of Clinical Proc- 
tology, now in its sec- 
ond edition. Inciden- 
tally—and this doesn’t 
appear in this personal 
resumé—he is one of 
the country’s author- 
ities in his chosen field 
and an audience-hold- 
ing platform speaker. 


Dr. Nesselrod waxes 
more loquacious on 
his lecture subject than 
on himself. He pro- 
poses to give consider- 
ation to the old and 
new concepts of the 


J. Peerman Nesselrod, 
M.D. Before undertaking 
the treatment (surgical man- 
agement) of pilonidal 
disease, Dr. Nesselrod feels 
it is necessary to consider 
the old and new concepts of 
the origin of the disease. 
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In the Treatment of Rheumatic Disorders 
Greater stability of maintenance dosage 
minimizes risks of hormonal imbalance 


In Sterazolidin, the anti-inflammatory actions of prednisone and Butazolidin* 
are combined to permit lower effective dosage of each. Clinical experience 
has indicated that patients can be well maintained on this combination over 
prolonged periods with relatively low, stable dosage levels of each component, 
thus minimizing the problems arising from excessively high doses of corti- 
costeroids. Other side effects have also been gratifyingly few. Antacid and 
spasmolytic components are contained in Sterazolidin capsules for the benefit 
of patients with gastric sensitivity. 


Sterazolidin®: Each capsule contains prednisone 1.25 mg.; phenylbutazone 
50 mg.; dried aluminum hydroxide gel 100 mg.; magnesium trisilicate 150 mg.; 
homatropine methylbromide 1.25 mg. 


Detailed information available on request. 
*Geigy's trademark for phenylbutazone—Reg. U. S. Pat. Off. 
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Geigy Ardsley, New York 
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origin of pilonidal disease, because “‘knowledge of 
the pathogenesis of the disorder is essential to an 
understanding of its treatment.” 

Surgical management will be discussed under 
three headings: (1) excision and primary closure; 
(2) excision without subsequent closure; and (3) 
compromise procedures. The one exception to ex- 
cision followed by modified or partial closure is 
the technique of exteriorization. This procedure 
will] be presented in detail, together with its 
several advantages. The procedure (and impor- 
tance) of postoperative care will be emphasized. 


ANORECTAL PROCEDURES 


Dr. Raymond J. Jackman, who will present 
“Office Management of Certain Anorectal Prob- 
lems” as the second afternoon lecture, is as taci- 
turn as Dr. Nesselrod as regards his curriculum 
vitae. He does, however, admit to being associate 
professor of proctology under the Mayo Founda- 
tion at the University of Minnesota Graduate 
School, as well as chief of the department of 
proctology at Mayo Clinic. 

His undergraduate medical work was done at 
Iowa, his internship at 
St. Mary’s in Kansas, 
with postgraduate 
study at Fell Procto- 
logic Hospital, Roches- 
ter. The University of 
Minnesota granted 
him a Master of Sci- 
ence in Proctology de- 
gree in 1938. A mem- 
ber of numerous proc- 
tologic societies, he has 
published over 65 sci- 


J. Jackman, M.D. 

Dr. Jackman contends that 
anorectal procedures should 
not be classified as minor 
operations and that it is 
better to hospitalize most 
Patients for such operations. 
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entific articles on ano- 
rectal diseases, is auth- 
or of the textbook Le- 
sions of the Lower Bow- 
el and a film, “Tech- 
nique of Proctoscopy.”’ 


Dr. Jackman reminds us that many laymen 
and, surprisingly enough, a considerable number 
of physicians have a misconception that most 
anorectal procedures classify as “minor opera- 
tions” and may be performed in the office. He 
contends that, because of the several possible 
complications and the frequency of inadequate 
surgical facilities, “it is far better to hospitalize 
most patients for anorectal procedures.” 

He will describe in detail those procedures 
which he feels are adaptable to office practice. 
These would include: (1) fulguration of polyps; 
(2) treatment of condylomatous acuminata; (3) 
excision of hemorrhoidal; and (4) — of pe- 
rianal abscesses. 


GYNECOLOGIC OPERATIONS 


In Dr. F. Bayard Carter, third speaker of the 
afternoon, a different form of modesty was dis- 
covered, when he confessed to the Headquarters 
office that he has not had a photograph taken in 
30 years! After undergraduate work at the Uni- 
versity of Delaware, he went to Oxford Univer- 
sity, England, for a master’s degree in physi- 
ology, then graduated in medicine from Johns 
Hopkins in 1925. From 1929 to 1931 Dr. Carter 
served as head of the department of obstetrics 
and gynecology at the University of Virginia. 
Since that latter date he has held the same posi- 
tion at Duke University. 

In addition to the usual medical and surgical 
society affiliations, he is a member of the Ameri- 
can College, the South Atlantic Association and 
the Canadian Society of Obstetricians and Gyne- 
cologists—as well as the American Gynecological 
Club, the Southern Gynecological and Obstetrical 
Society, and the Society of Pelvic Surgeons. To 
top it all off, he is president of the American 
Board of Ob-Gyn. 

Dr. Carter’s presentation on “Gynecologic 
Operations” portends to be as direct and free 
from verbiage as the title itself, if one may judge 
from the abstract he submitted: “The uses and 
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removes depression 


brand of phenelzine dihydrogen sulfate _ 


the true antidepressant 


rapidly effective 
antidepressant response often within a 
few days; complete remission within 2-6 weeks, 
in 4 out of 5 patients.’ 


corrective 
removes mild-to-severe depressions 
and anxiety-tension fatigue rather than 
merely masking the symptoms as do 
tranquilizers, CNS stimulants or sedatives.'5 


e€ 
in 3 years of rigorous clinical trials and in 
thousands of recorded cases to date, 
there have been no significant reports of 
toxicity to liver, kidneys or blood and 
side effects have been only occasional or mild.!* 


simple dosage schedule: 
1 tablet 3 times a day. 


Indications: Nardil is indicated in the office treat- 
ment of all mild to severe depressions; in those 
related to childbirth, menopause, old age, or those 
caused by stress situations; when there is a past 
history of depressed periods, and in depressions 
associated with chronic diseases such as angina 
pectoris and rheumatoid arthritis. 

Dosage: One tablet three times a day. 

The above dosage should be maintained until 
remission of symptoms is achieved which may re- 
quire 2 to 6 weeks. Dosage should then be reduced 
to a maintenance level of one or two tablets a day. 


Supplied: 15 mg. ‘orange-coated tablets, bottles 
of 100. 

References: 1. Sainz, A.: The Phrenopraxic Activity of a Non- 
noxious Antidepressant, Ann. New York Acad. Sc. 80: Art 3: 780 


(Sept. 17) 1959. 2. Thal, N.: Cumulative Index of Antidepressant 
Medications, Dis. Nerv. System 20:197 (May) 1959. 3. Saunders, 


J.C.; Roukema, R. W.; Kline, N. S., and Bailey, 
S. d’A.: Clinical Results with Phenelzine, Am. a 
J. G., and Dixon, H. H., Jr.: Tension Fatigue Regs 
States and Their Adjunctive Treatment Using 


J. Psychiat. 116:71-72 (July) 1959. 4. Arnow, 
Nardil, Clinical Med, 6:1579 (Sept.) 1959, vornrs PLains, me 


L. E.: Phenelzine: A Th tic Agent for Men- 
tal Depression, Clinical Med. 6 :1573 (Sept.) 1959. 
5. Dickel, H. A.; Dixon, H. H.; Shanklin, 
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abuses of gynecologic surgery will be presented. 
Diagnostic operative procedures and plastic pro- 
cedures will be evaluated. Operations for benign 
and malignant tumors will be delineated, with 
emphasis placed on what the patient may expect 
from any of the various procedures.” 


OCCUPATIONAL HEALTH 


The final period on Tuesday will be devoted to 
industrial health—or, to use the newer, more 
comprehensive phrase—‘‘occupational health.” 
Three experts in this field, which relates so closely 
to the practice of many general practitioners, 
will each present one aspect of the subject. Time 
permitting, the session will conclude with a panel 
discussion of specific questions. 

First of the three, speaking on the “Scope, 
Objectives and Functions of Occupational Health 
Programs,’’ will be Dr. Lemuel C. McGee, medi- 
cal director of the Hercules Powder Company 
and visiting professor of industrial medicine at 
University of Pennsylvania. 

In addition to membership in the Industrial 
Medicine Association and the American Acad- 
emy of Occupational Medicine, Dr. McGee 
demonstrates the broad spectrum of the indus- 
trial physician’s interests by his affiliation with: 
American Heart Association; American Clinical 
and Climatological Asso- 
ciation and the American 
Gastroenterological As- 
sociation. A member of 
the AMA Council on 
Industrial Health and 
secretary of the Section 
on Preventive Medicine, 
he is also on the advisory 
committee of the Federal 
Bureau of Old-Age and 
Survivors Insurance, as 
well as the advisory com- 
mittee on occupational 
health, USPHS. 
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Dr. McGee points out that the scope of occu- 
pational health has gone far beyond emergency 
care of the factory worker who cuts a hand or 
mashes a toe. It should also be differentiated 
from medical care of nonoccupational illness, as 
well as prepayment plans for diagnostic, thera- 
peutic and hospital care. It calls for a wide 
variety of technical skills in various medical 
specialties, in addition to those of such non- 
medical specialties as engineering and toxicology. 

Emotional and mental health has also ac- 
quired increased significance in the industrial 
physician’s métier—ability to diagnose early 
emotional tensions, to evaluate placement har- 
monious with mental attitudes. Man’s inventive- 
ness produces sharper risks to his survival. The 
art and science of medicine must endeavor to 
keep pace with the swift advances in modern 
technology. 


SMALL PLANT SERVICE 


The second topic on this seminar is “The 
Family Doctor and the Health Needs of Small 
Plants.” Appropriately, it will be presented by a 
man experienced in general practice—who is, in 
fact, chairman of the Academy’s Committee on 
Industrial Health. Dr. Logan T. Robertson is 
medical director of Occupational Health Center, 


Occupational Health— The general practitioner’s role in the health of industrial plant workers 
will be discussed by this outstanding trio—Dr. Lemuel C. McGee (left to right), Dr. Norbert 
J. Roberts and Dr. Logan T. Robertson. 
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ANNOUNCING... 


MODILAC. 


A COMPLETELY 
NEW, 
READY- PREPARED 
FORMULA | 
WITH 
MILK-WHITE 
COLOR, 
TRUE MILK 
FLAVOR 


True milk color... true milk flavor... 
excellent acceptability. Modilac is prepared 
by a modern procedure that retains the 
natural color and real flavor of milk. It is 
immediately acceptable to the newborn and 
enjoyed throughout infancy. Modilac makes 
the transition to fluid fresh milk easier, with 
no appetite loss. 


Nutritionally realistic. Modilac is cow’s 
milk, specifically adapted to the infant's di- 
gestive and nutritional requirements. Protein 
value of this new formula is intermediate 
between that of breast milk and cow’s milk. 


Modified to meet infant needs. The 
combined carbohydrates are absorbed 
throughout the digestive process, maintain- 
ing uniform. blood sugar levels. Corn oil 
(which provides ample linoleic acid) re- 
places butterfat. For detailed nutritional 
analysis of Modilac, write Professional Serv- 
ices Department, Gerber Products Company, 
Fremont, Michigan. 


BABIES ARE OUR BUSINESS...OUR ONLY BUSINESS! 


GERBER. BABY FOODS 
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Asheville, N.C., which provides full in-plant 
medical service to a number of small plants in 
that area. 

He is also consultant on occupational health 
to the Surgeon General of the Army and has re- 
cently cooperated in a study of medical pro- 
grams for the Civil Aeronautics Administration. 
He is a director and chairman of the Committee 
on Small Plant Services of the Industrial Medical 
Association. In the “‘egg head’”’ department Dr. 
Robertson offers triple qualifications, being listed 
as lecturer in occupational health at New York 
University, Bowman Gray School of Medicine 
and Harvard School of Public Health. 

Dr. Robertson points out that the aims of free 
American medicine and enlightened American 
management are closely allied, and occupational 
medicine offers a firm ground for cooperative 
effort. The larger companies have found the 
maintenance of employee health a sound invest- 
ment, justifying full-time employment of physi- 
cians specially trained in this field. The great 
majority of American working people, however, 
are employed in small groups and it is in answer 
to their medical problems that the general prac- 
titioner must assume a position of leadership. 

Dr. Robertson will define the professional re- 
lationships involved, emphasize the steadily in- 
creasing financial opportunities, and enumerate 
the plant services within the scope of the family 
doctor. He will challenge Academy members to 
make a place for themselves in this growing area 
of practice. 


PERIODIC EXAMINATIONS 


To complete this battery of industrial—pardon 
—occupational medicine experts, the committee 
selected Dr. Norbert J. Roberts, associate medi- 
cal director of Standard Oil of New Jersey and 
assistant professor of occupational medicine at 
the University of Pennsylvania. Dr. Roberts is a 
medical graduate from the University of Buffalo, 
with a master of science degree subsequently 
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“Good morning, Mrs. Grissus 
—How’s every little thing?” 


obtained from the University of Minnesota. He 
is a fellow of the American College of Physicians 
and the New York Academy of Medicine. He is 
a member of the Permanent Committee of the 
International Association on Occupational Health. 

Dr. Roberts will talk on “The General Practi- 
tioner’s Role in the Performance of Periodic 
Health Examinations.” He suggests that even 
the busy family doctor has an obligation to prac- 
tice preventive as well as therapeutic medicine. 

Among the most impressive of his potentiali- 
ties is what he may accomplish by use of the 
information obtained from either the periodic 
health maintenance examinations he performs 
himself or those performed on his patients as 
part of their employers’ occupational medical 
services. 

Such examinations offer unprecedented oppor- 
tunities in the recognition of unsuspected dis- 
ease, often while it is still early enough to make 
treatment more favorable of success, and in the 
occasion these examinations provide to relieve 
patients of unjustified anxiety, to educate them 
about the maintenance of their health, and to 
stimulate them to obtain proper medical observa- 
tion or treatment for any disability known to 
exist but neglected or inadequately attended to. 

Dr. Roberts will outline the procedures of such 
an examination that lie within the facilities of 
the family doctor and propose a method whereby 
the busy practitioner may find the time sufficient 
for their performance. 

(After which it is hoped the entire audience 
will rush en masse to the “P.E. for Every M.D.” 
booth, to get their own physical made before the 
1960 Assembly is over!) 
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He’s relaxed, 
less irritable, more cheerful. 
No more coughing, 


nausea or vomiting. 


He'll sleep well too 
(and so will his parents). 


for symptomatic relief of 
coughing, emesis, and restlessness 
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Scientific Lecture Program 


TWELFTH ANNUAL SCIENTIFIC ASSEMBLY OF THE AMERICAN ACADEMY OF GENERAL PRACTICE 
COMBINED WITH THE PHILADELPHIA COUNTY POSTGRADUATE INSTITUTE 


MARCH 21-24, 


PHILADELPHIA, PENNSYLVANIA 


Monday Tuesday Wednesday Thursday 
Hour March 21 March 22 March 23 March 24 
9:00-9:30 A.M. REGISTRATION ANTIBIOTIC THERAPY Abdominal Conditions Life Insurance 
BEGINS 9:00 A.M. 1. New Developments Simulating Cardiac Examinations— 
and Therapy Emergencies Their Significance 
Wesley W. Spink, M.D. Henry L. Bockus, M.D. and Value | 
2. Reactions Encountered Albert L. Larson, M.D. | 
OPENING in Treatment with Moderator y 
OF SCIENTIFIC Antibiotic Agents Milton H. Clifford, M.D. 
AND TECHNICAL Ethan Allan Brown, M.D. Ennion S. Williams, M.1 
EXHIBITS Andrew J. Oberlander, M 
9:30-10:00 a.m. | 9:00 a.m. Thromboembolic Fall In or Fall Out— (| 
Emergencies A Professional 
John A. Spittel, Jr., M.D. Challenge | 
10:00-11:00 a.m. RECESS FOR EXHIBITS 
11:00-12:00 a.m. PREVENTIVE PEDIATRICS CEREBRAL EMERGENCIES | MENTAL HEALTH 
1. Management of Acute 1. Traumatic Cerebral 1. What Is Teachable 
Nephritis in Childhood Emergencies in Mental Health?’ ' 
2 James G. Hughes, M.D. Collin S. MacCarty, M.D.| Maurice E. Linden, M.D | 
2. Child Health 2. Important Signs, 2. Re-education in the | 
Leona Baumgartner, M.D. Symptoms and Doctor’s Office 7 
Differential Diagnosis} William B. Terhune, 
OPENING OF PROGRAM Temple S. Fay, M.D. ' 
WELCOMING SPEECHES | 
12:00-1:30 P.M. 1:00 P.M. NOON RECESS 
1:30-2:00 P.M. The Doctor, His Wife The Surgery of Pilonidal Current Concepts in LECTURE PROGRAM | 
and the Patient Disease Arthritis ENDS 12:00 NOON 
Horace W. Eshbach, M.D. J. Peerman Nesselrod, M.D. John W. Sigler, M.v. | 
2:00-2:30 P.M. Moderator Office Management of Moderator . 
Mrs. James M. Perkins Certain Anorectal L. Maxwell Lockie, M.D. EXHIBIT HALLS 
Franklin J. Evans, Problems John H. Talbott, M.v. CLOSE 12:30 P.M. 
M.D., LL.D. Raymond J. Jackman, | C. H. Slocumb, 
2:30-3:00 P.M. Mr. Woodrow Wirsig Gynecologic Operations Joseph L. Hollander, M.v. i 
Rev. Sheldon E. Mackey F. Bayard Carter, M.D. 
3:00-4:00 P.M. RECESS FOR EXHIBITS | 
4:00-4:30 P.M. GERIATRICS OCCUPATIONAL HEALTH The Hematopoietic 
Surgery in the Second 1. Scope, Objectives and Diseases 
Half-Century Functions of Occupa- Charles A. Doan, M.D. 
William C. Beck, M.D. tional Health Programs ' 
Worn Out or Just Tired? | Lemuel C. McGee, M.D. 
Edward L. Bortz, M.D. 2. The Family Doctor and 
the Health Needs of 
4:30-5:00 P.M. Small Plants Detection of Anemia 
Logan T. Robertson, M.D. William Dameshek, M.D. 
3. The General Prac- 
titioner’s Role in the 
Performance of Periodic 
Health Examinations 
Norbert J. Roberis, M.D. 
| EVENING DELEGATES’ DINNER STATE CHAPTER FUNCTIONS PRESIDENT’S RECEPTION 
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Familiar Face at Benjamin Franklin Memorial Museum 
recalls these familiar words which were published in Poor 
RICHARD’s ALMANACK of 1757: “‘He that hath a trade hath 
an estate, and he that hath a calling hath an office of profit 
and honor. 
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BENJAMIN FRANKLIN—printer, author, publisher, 
inventor, scientist, businessman, philosopher, 
statesman, humorist, diplomat and humanitarian 
—is considered one of our six greatest Americans. 
He devoted 60 of his 85 years to improving and 
strengthening young America. His wisdom and 
common sense helped make this country a free 
and democratic nation. 

Although he excelled in many fields, Franklin 
considered himself a printér. While only a child, 
he became an apprentice, working on his broth- 
er’s newspaper, The New England Courant. His 
precocity became apparent whien, at age 12, he 
registered immediate success with articles turned 
out under the pen name of Mrs. Silence Dogood. 
When the identity of Mrs. Dogood was discov- 
ered by the elder Franklin, he refused to publish 
any more of the articles. 

Franklin had many accomplishments in the 
printing profession. Poor Richard’s Almanack, 
composed of Franklin’s wise and witty sayings, 
was one of the best-selling books in America for 
25 years. 

His Autobiography (which covers the first 50 
years of his life) is generally considered one of 
the best autobiographies ever written. The Penn- 
sylvania Gazette, which he founded when he was 
only 20 years old, later became The Saturday 
Evening Post. Through the Gazette his name be- 
came known throughout the colonies. 

Benjamin Franklin contributed much in the 
way of science. He discovered that lightning is 
electricity and then invented the lightning rod 
for protection. His other inventions included the 
Franklin stove, an improved heating stove, bi- 
focals and the platform rocker-chair. He also 
introduced yellow willow, broom corn, the manu- 
facture of silkworms and the use of lime as a 
fertilizer to Americans. 
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Philadelphia became one of the most advanced 
American cities in the eighteenth century, largely 
through the efforts of Ben Franklin. The Amer- 
ican Philosophical Society grew out of a small 
discussion group that he organized in 1727. He 
founded the first circulating library, formed the 
first Philadelphia fire department, reformed the 
police department and helped organize Pennsyl- 
vania hospital, the first hospital in America. He 
founded Franklin Institute and planned and 
helped establish the Academy of Pennsylvania 
which was later to become the University of Penn- 
sylvania. 

In spite of his varied interests and occupations, 
Benjamin Franklin is probably best known for 
his work as a statesman and diplomat. His first 
important contribution to the young country was 
his “Plan of Union” for the colonies, which he 
presented to the Albany Congress in 1754. The 
plan was never accepted by all the colonies, 
however. 

He was of great assistance to General Brad- 
dock during the French and Indian Wars, getting 
wagons and supplies for him. Franklin was ap- 
pointed colonel of the Philadelphia militia, which 
he himself had organized. 

In 1757 he went to England to try to settle 
difficulties between the colonies and the mother 
country. He remained there for most of the 
following 18 years, returning to America in 1775 
only to plunge immediately into the American 
Revolution. 

During that phase of history he was a member 
of the Second Continental Congress, acted as 
postmaster general, was president of the Com- 
mittee of Safety for Pennsylvania, helped plan 
the reorganization of George Washington’s army 
and revised the Articles of War. 

After helping to draft the Declaration of In- 
dependence, the Continental Congress sent 
Franklin to France in December, 1776 to seek aid. 
His humor, patience, wisdom, understanding and 
knowledge of politics helped him draw up the 
Treaty of Alliance with France. 

Upon Franklin’s return he helped draft the 
Treaty of Peace and later the Constitution of the 
United States. He was the only man to sign all 
four of these important documents. 

Benjamin Franklin’s last great contribution 
to America was serving as president of the first 
oe society from 1788 until his death in 

790. 


(Next month: More Historic Places and People) 
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This statue of young Ben Franklin which is located on the 
University of Pennsylvania campus honors the school’s founder. 
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Twelfth Annual Scientific Assembly 
The American Academy of General Practice 


PHILADELPHIA, PENNSYLVANIA, MARCH 19-24, 1960 


Make Your 
Hotel Reservation Early! 


ALTHOUGH there is a large number of hotels 
in Philadelphia and a maximum of their rooms 
will be available for our Assembly, previous 
years’ attendance indicates all rooms will be 
assigned by February 1, 1960. Make Your Re- 
servation . .. Now! But if you are unable to 
attend, cancel early so another member may 
have an opportunity to attend. 


USE THE 
CONVENIENT 
HOTEL 
RESERVATION 
FORM ON THE 
NEXT PAGE! 


MAP SHOWING KEY 
CONVENTION LOCATIONS 


e Room assignments will be made in order 
received. 

e Reservation requests should be sent to the 
AAGP Housing Bureau, Penn Square Build- 
ing, Juniper & Filbert Sts., Philadelphia 7, 
Pennsylvania. 

e Only a few-rooms available at the Bellevue- 
Stratford in addition to those set aside for 
delegates and speakers. Delegates must make 
their own reservations although a block of 
rooms is reserved for them. A special form 
will be sent delegates of record. 

e@ Be sure to list definite arrival and departure 
time; names of all occupants of room. 

e CANCEL EARLY if you cannot attend so 
another member may obtain a room. 

e Academy Headquarters for the Scientific As- 
sembly will be at the Convention Hall. Scien- 
tific sessions open at 1:00 p.m., Monday, 
March 21. 

e The Congress of Delegates convenes at 2:00 
p.m., Saturday, March 19. 

e Delegates’ registration at the hotel Saturday 
morning, March 19. Advance registration for 
members at the hotel on Saturday afternoon, 
March 19, and Sunday, March 20; also at the 
Convention Hall on Sunday, March 20. Start- 
ing Monday morning, March 21, all registra- 
tion at the Convention Hall. 


TH HALL 


1. Adelphia 6. Penn Sherwood 
2. Barclay 7. Sheraton ARCH 
3. Bellevue-Stratford 8. Sylvania PENNSYLVANIA| 7 | BOULEVARD 
4. Benjamin Franklin 9. Warwick city 
5. Drake 1 
6 CHESTNUT CHESTNUT 4 
SANSON 
WALNUT 3 WALNUT 
9 
LOCUST 2 8 Locust 
5 
| 
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Application for: 
Housing Accommodations 


FoR YOUR CONVENIENCE in making hotel reserva- 
tions for the coming meeting of The American 
Academy of General Practice on March 19-24, 1960, 
in Philadelphia, hotels and their rates are listed. 
Use the form at the bottom of this page, indicating 
your first, second and third choice. Because of the 
limited number of single rooms available, you will 
stand a much better chance of securing accommo- 
dations at the hotel of your choice if you request 
rooms to be occupied by two or more persons. All 
reservations must be cleared through the housing 
bureau. All requests for reservations must give 
definite date and hour of arrival as well as definite 
date and approximate hour of departure. Names 
and addresses of all persons who will occupy rooms 
requested MUST be included. 


AAGP Housing Bureau 
Penn Square Building, Juniper and Filbert Streets 
Philadelphia 7, Pennsylvania 


HOTEL ROOM RATES Single Double Twin Suite 


Adelphia $ 7.00 $12.00 $13.00-$15.00 $30.00 
13th and Chestnut 
Baiclay $15.00-$21.00 $30.00-$36.00 
18th & Rittenhouse Sq. 1 Bedroom 
$48.00-$60.0( 
2 Bedrooms 
Bellevue-Stratford $ 9.50-$13.50 $14.00-$17.00 $15.00-$18.00 $25.00-$55.0( 
Broad & Walnut Combination 
Headquarters Hotel (Limited number of 2Tw. tk 
rooms available for general assignment.) pony 
Benjamin Franklin $ 8.50-$11.50 $12.00-$15.00 . $15.00-$17.00 $32.00-$35.0( 
9th & Chestnut Combination 
2 Tw. B. R. 
Connt'g Bath 
$30.00 


Drake $10.00-$12.00 $12.00-$14.00 $14.00-$18.00 $24.00-$28.0 
1512 Spruce Street 


Penn Sherwood $ 7.50-$ 8.50 $10.50-$11.50 $11.50-$14.00 $19.50 

39th and Chestnut 

Sheraton $ 9.85-$13.50 $15.00 $15.50-$17.50 $34.00-$45.0( 
17th & Pennsylvania . 

Sylvania $ 9.00-$ 9.50 $13.00-$15.00 $27.00 
Locust off Broad 

Warwick $12.50-$14.50  $16.00-$20.00 $28.00-$38.0( 
17th and Locust 


The above quoted rates are existing rates, but are, of course, subject to any change which ma) 
be made in the future. 


ALL RESERVATIONS MUST BE RECEIVED PRIOR TO MARCH 1, 1960 


Please reserve the following accommodations 
for the AAGP Twelfth Annual Scientific Assembly 
on March 19-24, 1960 in Philadelphia. 


| 


| 


| 


Single Room Double Bedded Room Twin Bedded Room. 

2 Room Suite Other Type of Room Rate: From $ to $ 

First Choice Hotel Second Choice Hotel Third Choice Hotel | 
Arriving at Hotel (date) Hour A.M. P.M 
Leaving (date) Hour A.M. P.M 


THE NAME OF EACH HOTEL GUEST MUST BE LISTED. Therefore, please include the names of both persons for each doubl. 
room or twin bedded room requested. Names and addresses of all persons for whom you are requesting reservations and who wil 


occupy the rooms asked for: 


(Individual Requesting Reservations) 
Name 


If the hotels of your choice are unable to accep 
your reservation the AAGP Housing Bureai 


Address 


will make as good a reservation as possible else 


State 


where providing that all hotel rooms availabl 
have not already been taken, 
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| | 
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REFLECTION ON CORTICOTHERAPY: 


CRITERIA 
Tablet size? 


Often these are valued. 
But the only 


criterion of genuine 
clinical significance 1s 
the ratw of 
desired effects 
to undesired effects. 7 


Hence... 


the corticosteroid that hits the 
disease, but spares the patient 


[ Upiohn | THE UPJOHN COMPANY 
KALAMAZOO, MICHIGAN TRADEMARK, REG. U. 8. PAT. OFF.— METHYLPREDRISOLONE, UPJOHN 
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THE EISENHOWER administration has under 
study a far-reaching report recommending sub- 
stantial expansion of the nation’s medical school 
facilities. 

The goal would be to increase the number of 
medical school graduates from the present 7,400.a 
year to 11,000 by 1975. Such an increase is 
deemed necessary to maintain the present ratio 
of 1383 doctors of medicine and eight doctors of 
osteopathy per 100,000 persons in the nation’s 
rapidly expanding population. 

It was estimated the medical school construc- 
tion program would cost $1 billion over a ten-year 
period. The federal government would contribute 
$500 million on a matching basis with non- 
federal sources putting up the other $500 million. 

The program calls for construction of 20 to 24 
new four-year and two-year medical schools. 
New facilities also would be built at existing 
medical schools to increase their student capacity. 

Such a construction recommendation is the 
main feature of an over-all program proposed on 
an urgent basis to the Public Health Service by 
the 22-member Surgeon General’s Consultant 
Group on Medical Education. The reeommenda- 
tion followed a one-year study. 

Mostly physicians and educators, the con- 
sultants included Dr. Julian Price of Florence, 
S. C., a member of the American Medical Associa- 
tion Board of Trustees, and Dr. Edward L. 
Turner, director of the AMA’s Division of 
Scientific Activities. 

Dr. Leroy E. Burney, PHS Surgeon General, 
personally approved the group’s proposed pro- 
gram. However, he said it was too early to say 
how much of it would be included in legislative 
proposals of the Department of Health, Educa- 
tion and Welfare next year. 

In addition to the construction program, the 
group recommended federal scholarships for 
medical students. The consultants also called 
upon the states, local communities, foundations, 
individuals, industry and voluntary agencies to 
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AMA 


Washington 
Report 


exert greater efforts in the field of medical educa- 
tion. 

The group termed the present ratio of physi- 
cians ‘‘a minimum essential’’ for protection of the 
health of the nation’s people. Urgent action is 
needed, the group said. 

“To meet the country’s need for physicians for 
medical care, teaching, research and other essen- 
tial purposes will require an immediate and 
strenuous program of action by the nation as a 
whole,” the group said in its 95-page report. 

The consultants said they were convinced that 
the nation’s supply of physicians will lag behind 
the needs of the population unless the medical 
school construction program is carried out. 

But it was emphasized it is not solely a matter 
of the number of physicians. The quality of 
medical education must be safeguarded and im- 
proved, the group said. 

Maintenance of the present physician-popula- 
tion ratio in 1975, when the nation’s population 
is expected to reach 235 million, will require 
330,000 doctors of medicine and osteopathy. A 
total of 12,000 entering medical students also 
will be required in 1971, compared to the present 
7,600 a year. 

More generous public and private support was 
urged for the basic operations of medical schools. 
Research grants should cover full indirect costs 
“‘so that medical schools are properly reimbursed 
for the contribution of medical education to 
medical research,” the group said. 

The group reported ‘‘very substantial changes 
...1n patterns of medical service in recent years 
—notably the growth in hospital utilization, new 
types of medical services and specialization.” 

“The result has been that the proportion of 
physicians engaged in the private practice of 
medicine has decreased from 86 per cent in 1931 
to 69 per cent in 1957,”’ the report said. ‘““The pro- 
portion serving as family physicians has declined 
over this same period from 75 per cent to 45 per 
cent.” 
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from Q maj or or approaches to 
urinary tract infections. 
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single approach 
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» VIA TISSUE Cosa-Terramycin provides ma 
' high, prompt tissue levels of ] 
aclinically proven 
| VIA URINE Sulfamethizole provides Suk 
| fast-acting, dependable chemotherapy tint 
U oO B 10 1 ic) for urine sterilization. 
' swift local analgesia and relie 

CAPSULES 4 of urinary symptoms. 
" in each capsule: Cosa-Terramycin® adn 
_ (oxytetracycline with glucosamine) rell 

125 mg.; sulfamethizole 250 mg. ; 
i phenylazo-diamino-pyridine HCI 50 mg. PRO 
| dosage: 1 to 2 capsules 4 times daily. T 
SS A Professional Information Booklet containing aga! 
5 complete details on Urobiotic is available on request. tion 
Science for the world’s well-being™ I 
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The percentage drop in physicians in private 
practice reflected an increase in the number of 
doctors in full-time teaching, research, public 
health, industrial medicine, military service and 
similar medical activities. 

The “great growth of specialization” was 
described as the fundamental change in medical 
practice which has had “‘the greatest impact on 
medical care.’”’ Nearly half of all physicians in 
private practice now are specialists. 

The function of the family physician is being 
served now in many cases by the specialist in 
internal medicine and the pediatrician, the group 
pointed out. 


Other Washington Developments 


DISABILITY PROGRAM CHANGES 


The American Medical Association is on rec- 
ord with Congress as opposing changes in the 
social security disability program that would 
make it a completely federal responsibility. 

Dr. Charles Farrell of Pawtucket, R.I., repre- 
senting the AMA, told a House Ways and Means 
Subcommittee that the program should be con- 
tinued as a federal-state responsibility. 

“From years of experience with various govern- 
mental programs, the medical profession has 
reached the conclusion that it can make its most 
effective contribution where such programs are 
administered on a decentralized basis,” Dr. Far- 
rell said. 


PROBLEMS OF THE AGED 


The Federal Council on Aging has warned 
against standard, universal and overnight solu- 
tions to the problems of older persons. 

In its first report, the cabinet-level council said 
that “it will be by a steady and objective scru- 
tiny of needs, and a realistic matching of them 
with resources, that a continuing contribution 
to improving the well-being of older people will 
be assured.” 
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The council endorsed the Social Security Ad- 
ministration’s study of ways of encouraging the 
further development of voluntary health in- 
surance for the aged. The study includes con- 
sideration of possible ways to supplement volun- 
tary plans if such federal action should be “found 
practicable and desirable.” 

The council also reported “an urgent need”’ to 
further “stimulate and support community health 
services for the aged and chronically ill, in which 
public and private agencies and professional per- 
sons are all joined in action.” 

Barriers against employment constitute a 
major problem of older persons, the council said. 
It recommended widespread educational pro- 
grams “‘to promote employment of older workers 
on the basis of ability irrespective of age.” 

Arthur S. Flemming, secretary of Health, 
Education and Welfare, is chairman of the coun- 
cil. In making the report public, he said his de- 
partment has been unable so far to come up with 
an alternative to the so-called Forand bill which 
would increase social security taxes to help 
finance compulsory health insurance for social 
security beneficiaries. 

Secretary Flemming said he doubted that the 
Eisenhower administration would develop an 
alternative plan for next year when the Forand 
bill will be one of the main issues in Congress. 

However, the secretary said the administration 
still favors the voluntary-plan approach to the 
problem. And he conceded that enactment of the 
Forand bill would mean the end to voluntary 
plans. 

The council said the federal government will 
pay out from trust funds and appropriations an 
estimated $14.6 billion this fiscal year.in benefits 
and services for older people. Of this total, $8.8 
billion will go to old age and survivors insurance 
beneficiaries under the social security program. 

The federal share of payments to older people 
on public assistance rolls will amount to $1.4 
billion. 


Washington 
Report 
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NO 
OTHER 
THYROID 


is used so widely and so often... stocked by so many leading 
pharmacies... regarded throughout the world as the pioneer 
in thyroid standardization and the original standard of com- 


parison for all thyroid preparations 
ALWAYS SPECIFY 


ARMOUR 
THYROID 
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CONTINUED FROM PAGE 31 


On the Calendar 


* Classified by the Commission on Education as acceptable 
for postgraduate study credits under Category I. Members 
should report actual hours of attendance. Maximum hours 
listed when available. 


*18: University of Wisconsin, course on therapeutics, Wis- 
consin Center Building, Madison. (7 hrs.) 

*20: Seton Hall College of Medicine and Dentistry, course on 
pediatric urologic problems, Martland Medical Center, 
Newark, N.J. (5 hrs.) 

*22-24: University of Pennsylvania, course on diabetes and 
hypoglycemia, Graduate Hospital, Philadelphia. (18 hrs.) 

*22-26: University of Kansas, course on hematology, Uni- 
versity of Kansas Medical Center, Kansas City, Kan. 
(85 hrs.) 

*24-25: Indiana chapter, annual meeting, Scottish Rite 
Auditorium and Van Orman Hotel, Ft. Wayne. 

*24-25: University of Buffalo, course on obstetrics, Buffalo, 
N.Y. (14 hrs.) 

*25-27: University of Florida, seminar in obstetrics and 
gynecology, Gainesville. (15 hrs.) 

*26-28: Pennsylvania chapter, seminar on hypnosis, Shera- 
ton Hotel, Philadelphia. (11 hrs.) 


MARCH 


*2-3: University of Buffalo, course on arthritis, Buffalo, 
N.Y. (14 hrs.) 

*7-9: University of Kansas, course on pediatrics, University 
of Kansas Medical Center, Kansas City, Kan. (21 hrs.) 

*9: University of Oklahoma, symposium on urology, Uni- 
versity of Oklahoma Medical Center, Oklahoma City. 
(4 hrs.) 

“9-10: University of Buffalo, course on psychiatric problems 
in general practice, Buffalo, N.Y. (14 hrs.) 

"10: University of Wisconsin, two and one-half-day course 
on neurology, Wisconsin Center Building, Madison. 
(17% hrs.) 

“13: Southwestern Ohio Society of General Physicians, 
seminar on pediatrics, College of Medicine, University 
of Cincinnati, Cincinnati. (5 hrs.) 

“16-18: University of Pennsylvania, course on electro- 
encephalography, Graduate Hospital, Philadelphia. (18 


hrs.) 


December 1959 


*17-19: Tufts University, course on pediatrics, Boston. 
(12 hrs.) 

*19-27: Hahnemann Medical College and Hospital, post- 
graduate seminar, Intercontinental Hotel, San Juan, 
Puerto Rico. (14 hrs.) 

*21-23: New York University-Bellevue Medical Center, 
full-time refresher course on allergic conditions, New 
York City. (21 hrs.) 

*21-24: American Academy of General Practice, 12th An- 
nual Scientific Assembly combined with the Annual 
Postgraduate Institute of Philadelphia County Medical 
Society, Convention Hall, Philadelphia. (14 hrs.) 

*21-25: University of Kansas, medical-surgical subspecial- 
ities symposia, University of Kansas Medical Center, 
Kansas City, Kan. (85 hrs.) 

*23: Seton Hall College of Medicine and Dentistry, one-day 
postgraduate seminar on endocrine and liver dysfunc- 
tions, Elizabeth General Hospital, Elizabeth, N.J. (8 hrs.) 

*23-24: University of Buffalo, course on evaluation of the 
newer drugs, Buffalo, N.Y. (14 hrs.) 

*26: Seton Hall College of Medicine and Dentistry, one-day 
seminar on anesthesiology, Cherry Hill Inn, Dover 
Township, N.J. (6 hrs.) 


APRIL 


*2: Southeast Idaho chapter, one-day seminar, Bannock 
Hotel, Pocatello. (6 hrs.) 

*4-6: University of Kansas, course on ophthalmology, Uni- 
versity of Kansas Medical Center, Kansas City, Kan. 
(17 hrs.) 

*6-8: University of Kansas, course on otolaryngology, Uni- 
versity of Kansas Medical Center, Kansas City, Kan. 
(17 hrs.) 

*7: University of Wisconsin, two and one-half-day course on 
pediatric endocrinology, Wisconsin Center Building, 
Madison. hrs.) 

*7-9: Tufts University, course on hematology, New England 
Center Hospital, Boston. (13 hrs.) 

*11-13: Tufts University, course on electrocardiography, 
New England Center Hospital, Boston. (18 hrs.) 

*11-13: University of Kansas, course on anesthesiology, 
University of Kansas Medical Center, Kansas City, 
Kan. (21 hrs.) 

*13: University of Oklahoma, course on anesthesia for the 
part-time anesthetist, University of Oklahoma Medical 
Center, Oklahoma City. (4 hrs.) 

*21-22: University of Kansas, course on respiratory physi- 
ology in childhood, University of Kansas Medical Cen- 
ter, Kansas City, Kan. 

*22-23: Utah chapter, annual meeting, Hotel Utah, Sait 
Lake City. (16 hrs.) 
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ARE YOU 
ACHIEVING 
TRUE COLD 


STERILIZATION ? 


IS LETHAL TO— FUNGI, BACTERIA, VIRUSES, RESISTANT 
SPORES —IN LESS THAN 1 HOUR—AND YET IS NON-TOXIC! 
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 *WAREXIN: Clorpactin® (a group of hypochlorous deriva~- 
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PREVENT CROSS-INFECTION! 


Sterilize with WAREXIN 


Can safely be used for: 


1. All instruments made of stainless steel or other 
widely used corrosion-resistant alloys — even fine stainless 
hypodermic needles. 

2. Articles made of rubber, plastic, non-porous fibers, 
glass, porcelain, enamel. 


3. Complex equipment such as anaesthesia apparatus, heart-lung 
machines, artificial kidneys, etc. 


4. Containers such as colostomy bags, urinals, air filters. 
. Special surfaces: hospital and laboratory walls, floors, tables. 


MIX WITH ORDINARY TAP WATER 


Because Warexin concentrate 
is a true Cold Sterilizing Agent, 
it is unnecessary to use distilled = \ 
water. Just add 1 level measure) 
to each quart of tap water. 

Warexin solution gives you 
effective kill in 1 hour or less. 


ECONOMICAL! A 5 oz. bottle 
makes 12-16 quarts of 

solution. Cost: approximately 
27¢ a quart! 


RUBBER COMPANY 


PROVIDENCE 2, R. I. 


Lottimer, John K., and Spirito, A. L.: Clorpactin for Tuberculosis cystitis: Instrument sterilization, Journ. of Urology, Vol. 
73, No. 6, June, 1955. * Wolinsky, E., Smith, M. M. and Steenken, Wm. Jr., Tuberculocidal Activity of Clorpactin. A New 
Chlorine Compound, Antibiotic Medicine, 1:382-384, July, 1955. * Sanders, Murray and Soret, M. G.: Virucidal activity of 
WCS-90, Antibiotics and Ch herapy, Vol. V, No. 11, Nov. 1955. * Gliedman, M. L., Lt. (MC) USNR, Grant, R. N. Capt. 
(MC) USN, Vestal, B.L., B.S., and Karlson, K..E., M.D.; Impromptu Bowel Cl g and Sterilizati Surgery, 43:282-287. 
* From The Textbook, E Pp | Circulation, Edited by Dr. J. Garrott Allen, Page 87; Chorles C. Thomas, Publisher. 
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new for total 
management 
itching. 
inflamed, 


shin lesions 


Kenalog, Spectrocin and Mycostatin in Plastibase 4 


ointment 


antipruritic/anti-inflammatory /antibacterial / antifungal 


Mycolog Ointment — containing the new superior topical corticoid Kenalog — re- 
duces inflammation,** relieves itching,** and combats or prevents bacterial, 
monilial and mixed infections.*” It is extremely well tolerated, and assures a rapid, 
decisive clinical response for most infected dermatoses. 

“Thirty-one of 38 patients . . . obtained excellent or good control of dermato- 
logical lesions . . . [Mycolog) was highly effective, particularly in the man- 
agement of mixed infections. Several recalcitrant eruptions which had not 
responded to previous therapy were remarkably responsive to the daily 
application of this preparation over periods of 2 to 3 weeks.”* 


For total management of itching, inflamed, infected skin lesions, Mycolog contains 
triamcinolone acetonide, an outstanding new topical corticoid for prompt, effective 
relief of itching, burning and inflammation** — neomycin and gramicidin for power- 
ful antibacterial action’ — and nystatin for treating or preventing Candida (Monilia) 
albicans infections.** 


Application: Apply 2 to 3 times daily. Supply: 5 Gm. and 15 Gm. tubes. Each gram supplies 1.0 mg. (0.1%) triame 
cinolone acetonide, 2.5 mg. neomycin base, 0.25 mg. gramicidin, and 100,000 units nystatin in ecastisase. 
Relerences: 1. Shelmire, J.B., Jr.: Monographs on Therapy 3:164 (Nov.) 1958.- 2. Nix, T.E., Jr., and Derbes, V.J.: 
Monographs on Therapy 3:123 (Nov.) 1958. - 3. Robinson, R.C.V.: Bull. School of Med., U. Maryland 43:54 (July) 
1958. - 4. Sternberg, T.H.: Newcomer, V.D., and Reisner, R.M.: Monographs on Therapy 3:115 (Nov.) 1958. + 5. 
Clark, R.F., and Hallett, J.J.: Monographs on Therapy, 3:153 (Nov.) 1958. - 6. Smith J.G., Jr.; Zawisza) R.J., and 
Blank, H.: Monographs 6n Therapy, 3:111 (Nov.) 1958. - 7. Monographs on Therapy, 3:137 (Nov.) 1958. - 8. 
Howell, C.M., Jr.: North Carolina M.J. 19:449 (Oct.) 1958. - 9. Bereston, E.S.: South. M.J. 50:547 (April) 1957. 
And whatever the topical corticoid need, a suitable Squibb formulation is available—Kenalog-S Lotion—7% cc. 
plastic squeeze bottles. Each cc. supplies 1.0 mg. (0.1%) triamcinolone acetonide, 2.5 mg. neomycin base and 
0.25 mg. gramicidin. Kenalog Cream, 0.1%—5 Gm. and 15 Gm. tubes. Kenalog Lotion, 0.1%—15 cc. plastic squeeze 
bottles. Kenalog Ointment, 0.1%—5 Gm. and 15 Gm. tubes. 
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and 
Nervous 
patient 


relief comes fast and comfortably 


—does not produce autonomic side reactions 
—does not impair mental efficiency, motor 
control, or normal behavior. 


Usual Dosage: One or two 400 mg. tablets t.i.d. 


Supplied: 400 mg. scored tablets, 200 mg. sugar- 
coated tablets or as MEPROTABS* —400 mg. 
unmarked, coated tablets. 


meprobamate (Wallace) 


Wy WALLACE LABORATORIES / New Brunswick, N. J. 
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we indicated in: 


MUSCLE STIFFNESS 


NEW way LUMBOSACRAL STRAIN 


SACROILIAC STRAIN 


to relreve pain 


WHIPLASH INJURY 
BURSITIS 


and stiffness 


SPRAINS 


an muscles TENOSYNOVITIS 


and joints FIBROMYOSITIS 


TRAUMATIC STRAINS 
AND BRUISES 


POSTOPERATIVE 
MYALGIA 


Wigs 
FIBROSITIS 
3 
oi LOW BACK PAIN 
SPRAINED BACK 
“TIGHT NECK” 
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N 
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g@ Exhibits unusual analgesic properties, different from those 
of any other drug gg Specific and superior in relief of SoMAtic pain 
@ Modifies central perception of pain without abolishing natural 


defense reflexes gg Relaxes abnormal tension of skeletal muscle 


N-isopropy!-2-methyl-2-propyl-1, 3-propanediol dicarbamate 


m= More specific than salicylates m Less drastic than steroids 


@ More effective than muscle relaxants 


soma has an unique analgesic action. It apparently modifies-central pain 
perception without abolishing peripheral pain reflexes. SoMA is particularly 
effective in relieving joint pain. Patients say that they feel better. and sleep 
better with Soma than with previously used analgesic, sedative or relax- 
ant drugs. 

Soma also relaxes muscle hypertonia, with its stresses on related joints, 
ligaments and skeletal structures. 


acts Fast. Pain-relieving and relaxant effects start in 30 minutes and 
last 6 hours. 


NOTABLY sare. Toxicity of SoMA is extremely low. No effects on liver, 
endocrine system, blood pressure, blood picture or urine have been re- 
ported. Some patients may become sleepy, particularly on high dosage. 


EASY To use. Usual adult dose is one 350 mg. tablet 3 times daily and at 
bedtime. 


SUPPLIED: Bottles of 50 white coated 350 mg. tablets. 
Literature and samples on request. 


wy WALLACE LABORATORIES, NEW BRUNSWICK, N. J. 
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Resident | 


It’s been a long haul, but Walter Gammage, M.D., 
is far better at counting the days ahead than the 
days behind. Just a few months now, and his 
two-year pediatric residency will be over. Lately, 
for the first time in his life, Dr. Gammage has been 
estimating his target date for private practice on a 
calendar he can see and needn’t imagine. 


Dr. Gammage’s residency duties don’t give him 
much time to think about the coming Board 
examinations and the hoped-for certification. There 
are the morning rounds and new patients to see 

and examine. And the conferences with troubled 
parents. And, with it all, the teaching, the Grand 
Rounds, and the incessant studying on-duty and off. 


Dr. Gammage is married. Off-duty to him is time 
shared with the need to qualify for the most 
demanding of all professions. Both Dr. Gammage 
and his wife know it can’t be any other way. They 
reckon the costs of long preparation in delayed 
fullness of family life, in delayed income, in delayed 
repayment of loans. They remember the crushing 
financial burdens that threatened to halt training 
after internship, without pediatric residency. 


Dr. Gammage (that isn’t his real name) is one of 
many objectively selected and highly qualified 
recipients of Wyeth Pediatric Residency Fellowships, 
providing $2400 yearly for two years of residency 
training. From the Wyeth Fund for Postgraduate 
Medical Education, these awards and others 

are intended to encourage and strengthen the 
human resources at the service of medicine. 


Wyeth 


Philadelphia 1, Pa. 
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PARKE, DAVIS & COMPANY 
DETROIT 32, MICHIGAN 


dosage schedules by all your patients—espe- 

te diet by supplying balanced propoitions of 

Pantothenic acid (as the sodium salt). Smg. 

daily. Two or more may be prescribed in treat- 
for specific vitamin deficiencies.) 

50, 100, 250," and 1,000. Also. available: 


brand of imipramine HCl 


Specific in Depression 


Produce remission or improvement in 
70-85 % of cases 


Act effectively in all types of depression 


Afford equally good results in severe 
as in mild cases 


Achieve therapeutic benefit with minimal risk¢ 
serious side reaction 


Indications for Tofranil include: 


Endogenous Depression, Reactive Depression, Involutional Melancholia, Senile D® 
sion, Depression associated with other Psychiatric Disorders. 


Availability: Tofranil (brand of imipramine HCl) tablets of 25 mg. bottles of 100. Am 
of 25 mg. (for intramuscular administration only) cartons of 10 and 50. 
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inhibitor 


not 


Inhibit monoamine oxidase either in 
brain or liver with its associated risks 


Produce dangerous potentiation of other 
drugs such as barbiturates and alcohol 


Act by producing undesirable central 
nervous stimulation leading to agitation 
and excitement 


Cause disturbance of color vision 


The efficacy of Tofranil is attested by more than 50 


published reports and confirmed by clinical experi- s 
ence in more than 50,000 cases. 
Detailed Literature Available on Request. 


Geiny Geigy, Ardsley, New York 
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when upper 
respiratory congestion 


is complicated 
by bacterial invaders 


TRISULFAMINIC provides logical therapy 


* for the patient ill with congestion and infection of the upper respira- 
tory tract, as in purulent rhinitis, sinusitis, tonsillitis and otitis 
media, when caused by sulfa-susceptible bacteria ; 

» because secondary invasion by such bacteria so frequently follows 


the common cold.! 


the reasons for combining Triaminic with triple sulfas 


Triaminie and triple sulfas are not only 
pharmacologically compatible, they are a 
therapeutically logical combination for 
upper respiratory infections: Triaminic for 
effective decongestant relief from rhinitis, 
rhinorrhea and sinusitis;? triple sulfas for 
well-established antibacterial action. 


The advantages of Trisulfaminic in upper 
respiratory infections include: proved 
effectiveness; safety; economy; ease of ad- 
ministration; less likelihood of sensitivity 
reactions ;* compatibility with antibiotics 
and other antibacterial therapy. Provided 
also as Suspension for additional convenience. 


Trisulfaminic’ 


Available as TABLETS and SUSPENSION 


Each easy-to-swallow Trisulfaminic Tablet 
or 5 ml. teaspoonful of Suspension provides: 


Triaminic® 25 mg. 


(phenylpropanolamine HCl 12.5 mg. 
pheniramine maleate 
pyrilamine maleate 


Trisulfapyrimidines, U.S.P. 


TRIAMINIC WITH TRIPLE SULFAS 


Dosage: 


Adults—2 to 4 tablets or tsp. ini- 
tially, followed by 2 tablets or tsp. 
every 4 to 6 hours until the patient 
has been afebrile 3 days. Children 
8 to 12 — 2 tablets or tsp. initially, 
followed by 1 tablet or tsp. every 
6 hours. Children under 8—dosage 
according to weight. 


The palatability, convenience and effectiveness of the Suspension make it especially suitable 
for children and for those older patients who prefer liquid medication. 


References: 1. Cecil, R. L., et al.: J.A.M.A. 124:8 (Jan. 1) 1944, 2. Fabricant, N. D.: E.E.N.T. Monthly 
37:460 (July) 1958. 3. Beckman, H.: Drugs, Their Nature, Action & Use, Saunders, Philadelphia, 


1958, p. 527 


SMITH-DORSEY . a division of The Wander Company « Lincoln, Nebraska 
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Case Profile* 


A 28-year-old married woman, a secre- 
tary in a booking agency, complained of 
severe and consistent pain and cramps 
in the abdomen during her menstrual 
periods. Psychologically, she described 
the first two days as “climbing the walls.” 
Menarche occurred at age 13. She has a 
regular twenty-eight day menstrual 
cycle and a four day menstrual period. 

Trancopal was given in a dose of 100 
mg. four times a day for the first two 
days of the four day period. In addition 
to the relief of the dysmenorrhea she also 
noticed disappearance of a “bloated feel- 
ing” that had previously annoyed her. 
She has now been treated with Trancopal 
for one and one-half years with excellent 
results. Other medication, such as codeine 
or aspirin with codeine, had relieved the 
pain, but the patient had had to stay 
. home. Because her father is a physician, 
- many commercial preparations had been 
: tried prior to Trancopal, but no success 
had been achieved. 

Before taking Trancopal this patient 
missed one day of work every month. For 
the past year and a half she has not 
missed a day because of dysmenorrhea. 


for dysmenorrhea | ¢, 
and premenstrual tension 


‘1 for low back pain 


THE FIRST TRUE ”TRANQUILAXANT™” 


rancopa 


Case Profile* 


A 42-year-old truck driver and mover 
injured his back while moving a piano. 
The pain radiated from the sacral region 
down to the region of the Achilles tendon 
on the right side. X-rays for ruptured 
disc revealed nothing pertinent. The day 
of the injury he was given Trancopal im- 
mediately after the physical examina- 
tion. Although 100 to 200 mg. three times 
a day were prescribed, the patient on his 
own responsibility increased the dosage 
of Trancopal to 400 mg. three times a 
day. This dosage was continued for three 
days and then gradually reduced over a 
ten day period. During this time, the pa- 
tient continued to drive his truck. The 
muscle spasm was completely controlled 
and no apparent side effects were noted. 
For the past six months, the patient 
has continued to take Trancopal 100 to 
200 mg. as needed for muscle spasm, par- 
ticularly during strenuous days. 


*Clinical Reports on file at the Department 
of Medical Research, Winthrop Laboratories. 


Turn page for complete listings of Indications and Dosage. 
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THE FIRST TRUE ”TRANQUILAXANT” 


potent MUSCLE RELAXANT 
effective TRANQUILIZER 


e In musculoskeletal disorders, effective in 91 per cent of patients.! 
e In anxiety and tension states, effective in 89 per cent of patients.’ 
e Low incidence of side effects (2.3 per cent of patients). Blood 
pressure, pulse rate, respiration and digestive processes are 
unaffected by therapeutic dosage. It does not affect 
the hemziopoietic system or liver and kidney function. 
e No gastric irritation. Can be taken before meals. 
e No clouding of consciousness, no euphoria or depression. 


Indications 1-6 


Musculoskeletal: Psychogenic: 

Low back pain Fibrositis Anxiety and tension 
(lumbago, etc.) Ankle sprain, tennis states 

Neck pain (torticollis) elbow Dysmenorrhea 

Bursitis Myositis Premenstrual tension 

Rheumatoid arthritis Postoperative muscle Asthma 

Osteoarthritis spasm Angina pectoris 

Disc syndrome . Alcoholism 


Now available in two strengths: 


Trancopal Caplets®, 
. 100 mg. (peach colored, scored) , bottles of 100. 


Trancopal Caplets. 
NEW 
STRENGTH s Gk 200 mg. (green colored, scored), bottles of 100. 


Dosage: Adults, 100 or 200 mg. orally three or four times daily. Relief of symptoms occurs 
in from fifteen to thirty minutes and lasts from four to six hours. 


(| LABORATORIES 
New York 18, N. Y. 


References: 1. Collective Study, Department of Medical Research, Winthrop Laboratories. 
2. Lichtman, A. L.: New developments in muscle relaxant therapy, Kentucky Acad. Gen. 
Pract. J. 4:28, Oct., 1958. 3. Lichtman, A. L.: Relief of muscle spasm with a new central 
muscle relaxant, chlormezanone (Trancopal), Scientific Exhibit, Meeting of the Inter- 
national College of Surgeons, Miami Beach, Fla., Jan. 4-7, 1959. 4. Ganz, S. E.: Clinical 
evaluation of a new muscle relaxant (chlormethazanone), J. Indiana M. A. 52:1134, 
July, 1959. 5. Mullin, W. G., and Epifano, Leonard: Chlormezanone, a tranquilizing 
agent with potent skeletai muscle relaxant properties, Am. Pract. Digest Treat. 10:1743, 
Oct., 1959. 6. Shanaphy, J. F.: Chlormezanone (Trancopal) in the treatment of dys- 
menorrhea; a preliminary report, Current Therap. Res. 1:59, Oct., 1959. 


Trancopa! (brand of chlormezanone) and Caplets, trademarks reg. U.S. Pat. Off. 1408M Printed in U.S.A. 
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predictable weight loss 


FOR THE VICTIM OF 
OVEREATING AND 
“UNDERDOING’ . . 


A ‘STRASIONIC’ RELEASE ANORETIC RESIN 


Employing ‘Strasionic’ release, Biphetamine’s 


appetite appeasing, mildly invigorating action pete 
is uniformly prolonged for 10 to 14 hours acto 
with a single capsule dose. Caloric intake is waaKe® G 
reduced, energy output is increased. Weight B\ 


loss is predictable—a comfortable 1-3 Ibs. a week 
in 9 out of 10 cases. 


BIPHETAMINE® BIPHETAMINE® BIPHETAMINE® 
*‘20" Resin Resin Yo" Resin 


Each black capsule contains: Each black and white capsule contains: Each white capsule contains: 
d-amphetamine ...... 10 mg. d-amphetamine ......6.25 mg. d-amphetamine .... ..3.75 mg. 
di-amphetamine ...... 10 mg. dl-amphetamine .... ..6.25 mg. di-amphetamine .... ..3.75 mg. 


as resin complexes 


Single Capsule Daily Dose 10 to 14 hours before retiring 


Rx Only. Caution: Federal law prohibits dispensing without prescription. 


Biphetamine—made and marketed ONLY by STRASENBURGH Lasoraronies 


ROCHESTER, J N.Y.,U.S.A. 
Originators of ‘Strasionic’ (sustained ionic) Release 
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TABLETS AND ELIXIR 


To add life to years—not merely years to life . . . Niatric sharpens mental acuity 
and promotes a return to more normal social and physical activity for your aged patients. 

In the Old Age Syndrome . . . Niatric relieves confusion, forgetfulness, irritability, depression and 
apathy — the penalties of advancing age. 


e Niatric improves respiration and cerebral function 
e Niatric improves circulation 
Niatric contains: Each Tablet: § ce. Elixir: e Niatric protects capillary integrity 


e Niatric prevents brain tissue hypoxia 


Ascorbic Acid 


Bioflavonoids . Send now for samples and literature... 
Alcohol 


or G60.) A F. ASCHER AND. COMPANY, INC. 


Supply: Tablets, bottles of 100 and 500. 
" Elixir, botties of 1 pint. Ethical Medicinals / Kansas City, Missouri 


with... 
= 
100 mg 100 mg 


predictable weight loss 


FOR THE VICTIM OF 
OVEREATING 
ONLY... 


A ‘STRASIONIC’ ANORETIC PHENYL—7ERT.—~BUTYLAMINE RESIN 


Employing ‘Strasionic’ release, lonamin’s appetite 


appeasing action is uniformly prolonged for 10 wet BAS e” 

to 14 hours with a single capsule dose. Caloric at sue 
intake is reduced to a level consistent with the are G 
energy output of an “active” overeater. Weight ew. 
loss is predictable—a comfortable .221 pounds per erer™ 


day in average cases. 


dispensing without ‘30’ ‘15’ 
Each yellow capsule contains: iE Each grey and yellow capsule contains: 
phenyl-tert.-butylamine .. 30 mg. phenyl-tert.-butylamine .. 15 mg. 
as a resin complex as a resin complex 


Single Capsule Daily Dose 10 to 14 hours before retiring 


ROCHESTER, N.Y.,U.S.A. 
Originators of ‘Strasionic’ (sustained ionic) Release 


lonamin-made and marketed ONLY by SYRASENBURGH LABORATORIES 
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FOR GREATER 
LATITUDE 
IN SOLVING 
THE PROBLEM 
HYPERTENSION 
WITHOUT 
SIGNIFICANT 


POTASSIUM 
DEPLETION 


NEW 


RAUTRAX, a.combination of Raudixin with 
Ademol (flumethiazidey—the new, safe nonmer- 
curial diuretic—controls all degrees of hyper- 
tension. Elimination of excess extracellular 
sodium and water is rapid and safe. Potas- 
sium loss is less than with other nonmercurial 
diuretics;'* and, in addition, Rautrax increases 
protection against potassium and chloride 
depletion during long-term management by 
including supplemental potassium chloride. 


The dependable diuretic action of Ademol 
rapidly controls the clinical and subclinical 
edema often associated with cardiovascular 
disease. And after Rautrax has normalized 
the fluid balance, the normal serum electro- 
lyte pattern is not altered appreciably by 
continued administration.* Ademol also 
potentiates the antihypertensive action of 
Raudixin.' In this way a lower dose of each 
component controls hypertension effectively 
and safely... with fewer side effects. 


REFERENCES: 1. M , A. C.; Rochelle, J. B., Il, 

and Ford, R.V.: New England J. Med. 260:872 (April 23) SQuiss 
1959. 2. Fuchs, M.; Bodi, T., and Moyer, J. H.: Am. pe 
J. Cardiol. 3:676 (May) 1959. 3. Fuchs, M., and others: 
Monographs on Therapy 4:43 (April) 1959. 4. Montero, 
A. C.; Rochelle, J. B., Ill, and Ford, R.V.: Am. Heart J. 
57:484 (April) 1959. 5, Rochelle, J. B., lil; Montero, — 

A.C., and Ford, R. V.: Antibiotic Med. & Clin. Ther. 6:267 Squibb Quality— 
(May) 1959. LITERATURE AVAILABLE ON REQUEST the Priceless Ingredient 


RAU TRAX 


RAUDIXIN (Squibb standardized whole root Rauwolfia Serpentina) / ADEMOL (Squibb Flumethiazide) [Potassium CHLORIDE 


*RAUDIXIN + ®@,‘RAUTRAX’ AND ‘ADEMOL’ ARE SQUIBB TRADEMARKS 
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Check cough 8-12 hours 


¥, 


“with a single dose 


A ‘Strasionic’ Antitussive * Dihydrocodeinone Resin—Phenyltoioxamine Resin 


® Permits Natural Discharge of Mucus 
Predictable Antitussive Action 


ence @ Minimum Amount of Narcotic 


TWO FORMS: Tussionex Thixaire™ Suspension e Tussionex Tablets 
Each teaspoonful (5c.c.) or tablet provides 5 mg. dihydro- Dose: 1 teaspoonful or tablet q 12h. Children under 1 year, 


— and 10 mg. phenyltoloxamine as resin com- 1% teaspoonful q12h; 1-5 years, % teaspoonful q12h. 
plexes. 


Rx only. Class B taxable narcotic. 


Tussionex—made ond marketed only by 
Srrasensuacn Lasoraronis 


ROCHESTER, N.Y.,U.S.A. 


Originators of ‘Strasionic’ (sustained ionic) Release 


GP December 1959 335 


| 

\¢ 
| A 
om “4, 
owre® 


the NEW CONTRACEPTIVE 


that offers 


MAXIMUM 


with security 


when the “jelly-alone” 
is advised, NEW Koromex@> 


* the outstandingly competent SPECIAL BARRIER TYPE. BASE 
Boric Acid .......:.. 2.0% 
is now available 


to physicians. 


ANOTHER 
FIRST... 


Large tube Vaginal 
Jelly, 125 gms. with — 
patented measured 
dose applicator in 
SANITARY PLASTIC 
ZIPPERED KIT for 
home storage (sup- 
plied at no cost) 


Factual literature 
sent upon request. 


HOLLAND-RANTOS CO., INC.+145 HUDSON STREET-NEW YORK 13, N.Y. 
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safe... prompt... acceptable | 


TRIP-SUL 


& viscolized at 3,000 pounds pressure to assure uni- 
formity and stability, Trip-sul suspension is a pourable, 
palatable, pleasant tasting triple-sulfa of wide choice 
—buffered with sodium citrate to eliminate crystal 
formation in the kidneys. 


Sulfacetamide, too! 


TRIP-SUL SUSPENSION TRIP-SUL TABLETS 
Each fluid ounce (30 cc.) contains: Each pink tablet contains— 
1 gm. Sulfacetamide US.P. .... 166.7 mg. 
1 gm. Sulfadiazine U.S.P. ...... 166.7 mg. 
1 gm. Sulfamerazine U.S.P. .... 166.7 mg. 


(Equivalent in buffering power of 40 grs. 
sodium bicarbonate) 


Packaged: Pints and Gallons 


Carrtone Laboratories, Inc. 


NEW ORLEANS LOUISIANA 
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“NEW from 


A therapeutic multivitamin formula 


in Spansule” sustained release capsules 


Thi-— 
amine (B,), 
Riboflavin (B.), 
Pyridoxine (B,), Vi- 
tamin B,., Nicotinamide, 
Pantothenic acid, Ascorbic 
acid (C), Vitamin A, Vitamin D 


| 
‘ 
en i BRAND OF HIGH POTENCY MULTIVITAMINS— THERAPEUTIC FORMULA—IN SPANSULE® SUSTAINED RELEASE CAPSULES 
4 


to provide more 
efficient utilization 
of vitamins... 
with less waste 


‘Fortespan’ provides you with a new méthod of 
vitamin administration. Designed to meet nutrition- 
ists’ 52:commendations for multiple daily doses— 
but with the convenience of once-a-day administra- 
tion—‘Fortespan’ provides these vitamins in sus- 
tained release form: 


Thiamine mononitrate (Vitamin B,). . . 6 mg. 
Riboflavin (Vitamin B, as the phosphate) 6 mg. 


Pyridoxine HCl (Vitamin B,). . . . . . 6mg. 
Vitamin B,.(cyanocobalamin) .... . 6mceg. 
Pantothenic acid (as di-panthenol). . . . “*6mg: 
Ascorbic acid (VitaminC) . . . . .. . 150mg. 


Each ‘Fortespan’ capsule also contains the follow- 
ing fat-soluble vitamins (which are readily absorbed 
and stored from one large dose and, therefore, are 
not in sustained release form): 


Smith Kline & French Laboratories, Philadelphia 


SMITH 
KLINE & 
* Trademark FRENCH 
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FOR SKIN INTEGRITY 


thionine in BREMIL 


FEED BREMII[: inhibits excessive ammonia formation and 


NEW LIQUID AND PowpeRED Giaper rash...lactose (the sole carbo- 
hydrate) minimizes perianal dermatitis ...and high unsaturated fatty acid content 
reduces likelihood of eczema. Easy for mothers — just add water 


PHARMACEUTICAL DIVISION 
350 Madison Avenue, 
4 New York 17 


BREMIL MULL-SOY + DRYCO BETA LACTOSE KLIM 
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In 
MEDICINE 
SURGERY 
OBSTETRICS 


Calms fears, promotes sleep, reduces postoperative excitement 


Controls nausea and vomiting—motion sickness, pregnancy, 
surgery, reflex causes 


Counters sensitivity reactions—allergy, drugs, tissue edema 
of trauma or surgery 


Cuts dose requirements of depressant agents—narcotics, bar- 
biturates, anesthetics 


TABLETS 


PHENERGANS 


HYDROCHLORIDE INJECTION 


Promethazine Hydrochloride, Wyeth 


® 
Philadelphia 1, Pa. 
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In disabling rheumatoid arthritis 

A 62-year-old printer incapacitated for three years was started 
on Decapron, 0.75 mg./day. 

Has lost no work-time since onset of therapy with 
DecapRon one year ago. Blood and urine analyses are 
normal, sedimentation rate dropped from 36 to 7. 


He is in clinical remission.* 


In rheumatoid arthritis with diabetes mellitus 


A 54-year-old diabetic with a four-year history of arthritis was 
started on DecapRon, 0.75 mg./day, to control severe symptoms. 
After a year of therapy with 0.5 to 1.5 mg. daily doses 
of Decapron, urine is completely sugar-free and she has 


had no side effects. 


She is in clinical remission.* 


In rheumatoid arthritis with serious corticoid side effects 
Following profound weight loss and acute g.i. distress on pred- 
nisolone, a 45-year-old bookkeeper with a five-year history of 
severe arthritis was started on DECADRON, 1 mg./day. 
Dosage was prompily reduced to 0.5 mg./day. After ten 
months on Decapron, she gained back eleven pounds, 
feels very well, and had no recurrence of stomach 
symptoms. 

She is in clinical remission.* 


New convenient b.i.d. alternate dosage schedule: the 
degree and extent of relief provided by Decapro\ 
allows for b.i.d. maintenance dosage in many patients 
with so-called “chronic” conditions. Acute manifests 
tions should first be brought under control with a tid 
or q.i.d. schedule. 


MERCK SHARP & DOHME 
Division of Merck & Co., Inc., Philadelphia 1, Pa 
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In poorly-controlled rheumatoid arthritis 

A 29-year-old housewife with a five-year history of arthritis was 
transferred from triamcinolone to DEcADRON, 2 mg./day. 
Almost immediate improvement was followed by in- 
creased joint mobility. Eleven months later she takes 
only 1 mg. of Decapron a week. 

She is in clinical remission.* 


*From a clinical investigator’s 


Additional information on Decapron is available to physicians on request. 
Supplied: As 0.75 mg. and 0.5 mg, scored, pentagon-shaped tablets 


in bottles of 100 and 1000. 


Decapron is a trademark of Merck & Co., Inc. 


DEXAMETHASONE 


TREATS MORE PATIENTS MORE EFFECTIVELY 


In “escaping” rheumatoid arthritis 

After gradually “escaping” the therapeutic effects of other 
steroids, a 52-year-old accountant with arthritis for five years 
was started on DecapRON, 1 mg./day. 

Ten months later, still on the same dosage of DecapRoNn, 
weight remains constant, she has lost no time from 
work, and has had no untoward effects. 

She is in clinical remission.* 


report to Merck Sharp & Dohme. 
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in preparation for surgery 


VISTARIL 


HYDROXVYZINE PAMOATE 


tames the young...calms the old 


Vistaril premedication has eased the surgical course for thousands of patients. Its mild, subtle 
action helps control tension, anxiety, depression, and irritability in patients ranging in age from 
one to ninety — without serious hypotensive effects. 


During surgery, Vistaril facilitates induction of narcosis, reduces dosage requirements of anes- 
thetics, and prevents or lessens hiccups. 


The suppressive effect of Vistaril on nausea and vomiting eases the postoperative course. Patients 
regain consciousness smoothly and comfortably. Vistaril may be used in surgery and obstetrics. 
Dosage: (Adults) Oral — Capsules, up to 400 mg. daily in Supplied: 25, 50, and 100-mg. capsules. Bottles of 100 and 500. 
divided doses. Parenteral — 25-50 mg. I.M., q.4h., p. Parenteral solution, 10-cc. vials and 2-cc. Steraject® cartridges; 


(Children under 6) Oral Suspension, 50 mg. daily in divided each cc. contains 25 mg. hydroxyzine (as the HCI ). Oral Suspen- 
. (Children over 6) 50-100 mg. daily in divided doses. sion, pint bottles, 25 mg./5 ec. teaspoonful. 


GBD Science for the world’s well-being 
PFIZER LABORATORIES, Division, Chas. Pfizer & Co., Inc., Brooklyn 6, New York 
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while they 


wash 


degreases the skin helps remove blackheads’ dries and peels the skin 


...and this is how it works 


Fostex provides essential actions necessary in treating 
acne. It washes off excess oil. It unblocks pores by 
penetrating and softening blackheads. It dries and peels 
the skin, removing papule coverings, thus permitting 
drainage of sebaceous glands. 


Fostex contains Sebulytic®,* a combination of surface- 
active wetting agents with remarkable antiseborrheic, 
keratolytic and antibacterial actions ...enhanced by 
sulfur 2%, salicylic acid 2%, hexachlorophene 1%. 
*sodium lauryl sulfoacetaie, sodium alkyl aryl polyether sulfonate and 
sodium dioctyl sulfosuccinate. 

Your patients will like Fostex because it is so simple to 
use. They simply wash acne skin 2 to 4 times a day with 
Fostex, instead of using soap. 


G FOSTEX CREAM = FOSTEX CAKE 


... In 4.5 oz. jars. For thera- 
peutic washing in the initial 
phase of oily acne treatment. 


Write for samples. 


WESTWOOD PHARMACEUTICALS 


«+.in bar form. For therapeutic 
washing to keep the skin dry and 
free of blackheads during main- 
tenance therapy. Also used in 
relatively less oily acne. 


Buffalo 13, New York 


Volume XX, Number 6 


GP 


A 
- 
\ 
3 
ck 
H 
i 
: 
: 
ght 


Lederle intro 


| ef a an bi d 
d ces a -masterpl f esign 
— 
GP 


Strikingly enhances 
the traditional advantage 
broad-spectrum 

antibiotics... 


for greater patient-physician benefit 


DECLOMYCIN is a unique fermentation product of a. strain 
of Streptomyces aureofeciens—the parent organism of 
AUREOMYCIN® and ACHROMYCIN.*' 


DECLOMYCIN singularly achieves: 

¢ far greater antibiotic activity with far less drug 

e greater stability in body media 

e unrelenting peak activity throughout therapy 

e “extra-day” protection through sustained activity 


DECLOMYCIN retains: 
e unsurpassed broad-spectrum range of activity 
e rapid activity 
e excellent toleration 
e effectiveness against infection in nearly all organs or sys- 
tems—rapid diffusion in body tissues and fluids 
*Chlortetracycline Lederle Tetracycline Lederle 


Demethyichiortetracycline Lederle 
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greater 

antibiotic activity 

with far less 
antibiotic 


Milligram for Milligram, DECLOMYCIN exhibits 2 to 4 
times the clinical potency (inhibitory action) of tetracycline 
against susceptible organisms. Thus, DECLOMYCIN 
has the advantage of providing significantly higher serum 
activity levels with significantly reduced drug intake.” *** 


Actually, DECLOMYCIN demonstrates the highest ratio 
of prolonged activity level to daily milligram intake of any 
known broad-spectrum antibiotic. Reduction of milligram in- 
take of drug reduces hazards of related physical effect on in- 
testinal mucosa or interaction with gastrointestinal contents. 


*Activity level is a far more meaningful basis of compari- 
son than quantitative blood levels, as Hirsch and Finland 
note. Action upon pathogens is the ultimate value.! 
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Unrelenting 
peak antimicrobial 
throughout therapy 


The high level of DECLOMYCIN activity is uniquely 
sustained. It is not just an initial phenomenon but is 
|. constant — maintained on each day of treatment and 
2 between doses — without noticeable diminution of in- 
tensity. Peak-and-valley control is eliminated, favoring 
continuous suppression of pathogens and consequent 
improvement. 


This DECLOMYCIN constant is achieved through 
remarkably greater stability in body fluids, *** resistance 
to degradation‘ and a low rate of renal clearance**— all 
supporting antibiotic activity for extended periods. 


_Demethyichiortetracycline Lederle 
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activity 


for security 
against relapse 


DECLOMYCIN maintains significant antibacterial 
activity for one to two days after discontinuance of 
dosage'—a major distinction from other antibictics. 
Previous drugs have declined — in activity fol- 
lowing withdrawal. | 


DECLOMYCIN thus gives the patient an unusual 
degree of protection against resurgence of the primary 
infection, and against secondary infection .. . sequelae 
not infrequently encountered and often resembling a 
“resistance problem.” Consequently, -reinstitution of 
therapy or a change in therapy should rareiy be 
necessary. 
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—enhancing the unsurpassed features of 
tetracycline... for greater physician-patient benefits 


Demethyichlortetracycline Lederle 


masterpiece off 
greater antibiotic activity 
| 
—with far less antibiotic intak 
f AS unrelenting peak attack 
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design 


plus 
“extra- 

day” 
activity 


FOR PROTECTION 


fits 


° 
— 
‘ 
| 1 
> a 
( 
# 


major contribution 


Lederle 


research 


in the distinctive dry-filled duotone capsule 


CLOMYCI 


available as: 


DECLOMYCIN Capsules, 150 mg. 
Adult dosage: 1 capsule four times daily. 
Pediatric Drops, 60 mg. per cc. 
Bottles of 10 cc. with dropper. 
Oral Suspension, 75 mg. per 5 cc. tsp. 


1. Hirsch, H. A., and Finland, M.: Antibacterial Activity Of Serum Of Normal Subjects 
After Oral Doses of Der:ethyichlortetracycline, Chlortetracycline and Oxytetracycline. 
a England J. Med. 260:1099 (May 28) 1959. 2. Hirsch, H. A., Kunin, C. M., and Finland, 

: Demethylchlortetracycline — A New And More Stable Tetracycline Antibiotic That 
vues Greater and More Sustained Antibacterial Activity. To be published. 3. Lichter, 
E. A., and Sobel, S.: The Distribution Of Oral Demethyichlortetracycline In Healthy Volun- 
teers And In Patients Under Treatment For Various Infections. To be published. 4. Kunin, 
C. M., Dornbush, A. C. and Finland, M.: Distribution And Excretion Of Four Tetracycline 
Analogues In Normal Young Men. To be published. 5. Kunin, C. M., and Finland, M.: 
Demethyichlortetracycline: New Tetracycline Antibiotic That Yields Greater and More 
Sustained Antibacterial Capacity. New England J. Med. 259:999 ee. 28) 1958. 6. Predetce 24 
W. M.; Hardy, S. M.; Dornbush, A. C., and Ruegsegger, J. M.: 
A Clinical Comparison of A New Antibiotic with and Tetracycline. 
Antibiotics & Chemotherapy 9:13 (Jan.) 1959. 


LEDERLE LABORATORIES, 
a Division of AMERICAN CYANAMID COMPANY 
Pearl River, New York 
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The incidenge of 


anemia 


is grépterttt 


multiparas’ 


to meet her greater needs for diet supplementation 


Natalins Comprehensive 


Vitamins and minerals, Mead Johnson 


Natalins Basic 


Vitamins and minerals, Mead Johnson 


both extra generous in iron, ascorbic acid and calcium 


In a study! of over a thousand obstetrical patients, 
anemia was found to occur with 50% greater frequency 
in multiparas than in primigravidas. And it was found 
that anemia often indicates other nutritional deficien- 
cies as well... Natalins Comprehensive tablets supply 
12 vitamins and minerals and Natalins Basic tablets 


1. Traylor, J. B., and Torpin, R.: Am. J. Obst. & Gynec. 61: 71-74 (Jan.) 1951 


supply 4 vitamins and minerals . . . both are formulated 
to meet the special needs of multiparas by supplying 
generous amounts of elemental iron (40 mg. per tablet), 
ascorbic acid (100 mg. per tablet) and calcium (250 
mg. per tablet). 

Convenient, one-a-day tablet dosage. 


\ Mead Johnson 


Symbol of service in medicine 
NA-1059M 
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Mrs. C.R. is Normotensive 
with Singoserp/Esidrix... 


Relieved of hypertensive headache, patient can now carry out heavy responsibilities 


Severe headache —a symptom of her hyperten- 
sion— has troubled Mrs. C, R. for about 4 years. 
Her job and home life have imposed additional 
stress. Employed by a chocolate manufacturer — 
on the “swing shift” —she works in a cold room, 
wearing a coat and wool socks as protection. After 
work she waits a half hour for a bus that gets her 
home at 1:30 a.m. 

Mornings at home offer no respite. Since her 
husband, a cardiac cripple, cannot help with 


household chores, she does the cleaning and shop- 
ping, also works on the lawn and garden. Mrs. R. 
and her husband built their own house from the 
foundation up some years ago. After his incapaci- 
tating heart attack in 1957 she poured the con- 
crete walks and patio herself. 

Initially, Mrs. R.’s physician prescribed mepro- 
bamate and chlorothiazide, with no effect. On 
January 29, 1959, she was switched to’Esidrix 50 
mg. in combination with Singoserp 0.5 mg. daily; 
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Before treatment: B. P.190/110 mm. Hg 


her blood pressure was then 190/110 mm. Hg. 

By March 9, Singoserp/Esidrix combination 
therapy had lowered Mrs. R.’s pressure to 150/ 
100 mm. Hg. On June 1, the reading was 140/80 
mm. Hg. As of August 24, the patient’s blood 
pressure had stabilized at that normotensive level. 

Mrs. R. is delighted with the results of 
Singoserp/ Esidrix treatment. Her headaches are 
gone. She once again has the energy to handle 


After treatment: B. P. 140/80 mm. Hg 


her heavy responsibilities at work.and at ‘home. 
With Singoserp-Esidrix you give your hyper- 
tensive patients the benefits of potentiated ther- 
apy. Often more effective than a single drug, 
Singoserp-Esidrix usually relieves hypertension 
without side effects. Indicated in mild to mod- 
erate hypertension. 
suppiepD: Singoserp-Esidrix Tablets #2 (white), each contain- 


ing 1 mg. Singoserp and 25 mg. Esidrix. Tablets #1 (white), each 
containing 0.5 mg. Singoserp and 25 mg. Esidrix. 


(syrosingopine and hydrochlorothiazide crea) 


Combination Tablets 


POTENTIATED ANTIHYPERTENSIVE 2 


2/2749M8 
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You are cordially invited 
to participate in the 


MERCK SHARP & DOH 


The Merck Sharp & Dohme 
Postgraduate Program is designed 
to facilitate the dissemination 
of professional information 
about current medical progress. 
The program is planned and 
administered for physicians by 
physicians, Its goal is to serve 
the best interests of the 

medical profession with dignity, 
integrity and quality. 
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Meetings 


The MSD Postgraduate Lectures. Assistance is available to interested 
professional groups for the purpose of arranging lectures by outstanding 
researchers and clinicians. Groups are free to choose subject and speaker. 


The MSD Medical Research Conference. Grants-in-aid aré available 
to make possible conferences which may contribute to the solution 
of research problems of major importance. 


The MSD Postgraduate Courses. Grants-in-aid are available to 
medical schools and societies for the support of postgraduate courses. 


Program 
for the Medical Profession 


Television 


The MSD Television Reports. These telecasts are designed to bring the 
highlights of major medical meetings to physicians unable to attend 
and at the same time to acquaint the general public with medical 
progress reported at these scientific events. Initiated in cooperation with 
the American Medical Association as the “A.M.A. Bulletin of the Air,” 
these open-circuit telecasts have now been extended to include the 
Annual Scientific Assembly of the American Academy of General 
Practice and the Annual Meeting of the Southern Medical Association. 


The MSD Television Abstracts. Kinescopes of the television programs are 
edited to produce films for thirty-minute programming. These films are 
being used at local medical meetings and over open-circuit television. 


Publications 


The Merck Manual. An authoritative, frequently revised compendium 
of medicine, the Merck Manual is recognized as the most widely 
accepted medical book of its kind in the world. It is sold to the 
medical profession without profit. 


The MSD Seminar-Report. Distributed periodically to the medical 
profession for over twenty years, this medical journal contains signed 
articles by eminent authorities and is illustrated with fine photographs. 


if you would like further information as to how your medical group may participate 
in the Merck Sharp & Dohme Postgraduate Program, please contact: 

The Director of Professional Relati 

Merck Sharp & Dohme, Division of Merck & Co., Inc., West Point, Pennsylvania 


MERCK SHARP & DOHME 
DIVISION OF MERCK ®& CO., INC. 
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BIOSYNEPHRI 


NASAL SPRAY 


superior clinical results: 


Neo-Synephrine® HCI 0. 5% 
leading sympathomimetic decongestant: 


- Hydrocortisone 0.02% 
preferred topieal anti- inflammatory steroid 


Thenfadil® HCI 0.05% 
potent topical antihistamine 


Neomycin sulfate 1 mg. jet. 
Polymyxin B sulfate 3000 u./ec. 


standard antibiotics for mucous membranes 


Convenient plastic, 
bottle, 1B cc. MABGRATORIES, New York 18, 
mne 
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4. the whose seizures. 
are reasonably controlled 
can be @ positive asset 
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ERE ut E 
| THERAPY 
| REQUISITE FOR THERAPY. 


In Coronary 
Insufficiency... 


Your high-strung angina patient 
: often expends a “100-yd. dash” 

worth of cardiac reserve 
through needless excitement. 


Curbs emotion 
as it boosts 
coronary 


blood supply 


CONTROL OF EMOTIONAL 
EXERTION with Miltrate 
leaves him more freedom 
for physical activity. 


IMPROVED CORONARY BLOOD 
SUPPLY with Miltrate 
increases his exercise tolerance. 


Miltrate 


Miltown® (meprobamate) + PETN 


Each tablet contains: 200 mg. Miltown and 
10 mg. pentaerythritol tetranitrate. 


Supplied: Bottles of 50 tablets. 


Usual do : 1 or 2 tablets q.id. before meals 
and at bedtime. Dosage should be individualized 


yr WALLACE LABORATORIES + New Brunswick, N. J. 


cmt-9159-59 
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FIRST 60 SECONDS 


SECOND 60 SECONDS 


Tired of Fighting the Bedsore Probiem 7? 
APP Units Are the Proved Way to Help Cure and Prevent Decubiti 


The Alternating Pressure Pad helps prevent and cure decubiti by automatically 
shifting body pressure points every two minutes as illustrated ... thus maintain- 
ing adequate circulation and preventing tissue breakdown. The combination of an 
APP Unit and normal nursing care starts granulation usually within a few days. 

Equally important, APP Units eliminate the constant turning of patients, 
(which in some cases adversely affects recovery) and provide passive massage 
on a 24-hour basis. 


Thousands of APP Units are now in use. Many more are needed for private 
patients in hospitals and nursing homes. Units are available from leading surgi- 
cal supply houses for standard beds, respirators and wheel chairs. 


APP Units are manufactured solely by Air Mass, Inc., Cleveland, Ohio, U. S. A. 


MAIL THIS COUPON FOR ACTION 


: THE R. D. GRANT COMPANY 

* 805D Hippodrome Building 

* Cleveland 14, Ohio, U.S. A. 

* © Please send complete details on APP Units. 

OC Please send APP Unit Clinical Reports. 

OC Please have your representative call me to arrange a demonstration. 


equested by. 
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THORAZINE’ x: 


chlorpromazine 
for tranquility with sedation 


‘Thorazine’ promptly controls agitation, belligerence 
and hostility. On “Thorazine’, patients become 
calm, sociable and more willing to accept the 

restrictions of old age. 


COMPAZINE?® =: 


prochlorperazine 


for tranquility with alertness 


‘Compazine’ alleviates confusion, forgetfulness 
and feelings of isolation. Furthermore, ‘Compazine’ 
often exerts a unique alerting effect, resulting 
in renewed zest in life and living. 


*“Thorazine’ and ‘Compazine’ are available in Tablets, Span- 
sule® sustained release capsules, Ampuls, Multiple dose vials, 
Suppositories and Syrup. 


SMITH KLINE & FRENCH LABORATORIES 
g leaders in psychopharmaceutical research 
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\ \ h F n What do you look for in a pre- 


natal supplement, Doctor? 


9 
there S Calcium, of course, and iron, 
d pr d as well as the essential vita- 


mins and minerals. (With 


1 her new Pramilets, you get: a 


good supplemental dosage of 
future, phosphorus-free calcium plus 
important iron—ferrous fumarate—plus all the 
other necessary nutrients.)m What does your preg- 
nant patient look for in a prenatal supplement? 
Convenient dosage? A tablet she can swallow? A 
pretty bottle for her dresser? Make it Pramilets, 


then. She gets them all—and you oh e || 


get a formula that will carry her 
through term. Pramilets, in grace- ne eC (| 


ful Table Bottles 
of 100 Filmtabs. r r amilets 
New Pramilets : Comprehensive 


vitamin-mineral support with 
just one Filmtab daily.e=) 


912163 
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Before Esidrix: 
Weight 176 Ibs. 


27 pounds lost in 19 days; ascites and 


RECORD OF TREATMENT (At a leading New York City hospital. Photos used with permission of the patient.) 


Date 3/4] 3/6| 3/7} 3/8 | 3/12) 3/13 |3/14 3/15 $/16 |3/17|3/18 [3/19 |3/20 13/21 |3/23 
(pounds) 178 | 176} 170 | 169 | 167 | 159 | 158) 158 | 157 | 153 | 155 | 155 | 156 | 154 [153 |154 |153 | — | — [151 
Rx M* Esidrix 50 mg. b.i.d. 

* Mercurial diuretic 


(hydrochlorothiazide CIBA) 


pre-eminently effective whenever diuresis is desired 


Indicated in: congestive heart failure . . . nephrosis and nephritis 
. .. toxemia of pregnancy ... premenstrual edema . . . edema of 
pregnancy ... steroid-induced edema . . . edema of obesity 


Supplied: Esidrix Tablets, 
25 mg. (pink, scored) 

and 50 mg. (yellow, scored); 
bottles of 100 and 1000. 
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After 19 days on Esidrix: 
Weight 149 ibs. 


pedal edema reduced with Esidrix 


H. K., 44 years old, was admitted 
to the hospital on 3/3/59 with 
complaints of swollen abdomen, 
swelling of both legs and exer- 
tional dyspnea. These symptoms 
had been intensifying over a 
three-week period. The patient’s 
history included heavy drinking 
since the age of 18, and one prior 
admission to the hospital in 1954 
with ascites and pedal edema. 
Diagnosis, at that time, was Laen- 
nec’s cirrhosis, and the patient 
responded well to a regimen of 
diuretics, salt restriction and mul- 
tivitamins. There was no recur- 
rence up to that leading to his 
current admission. 


2/2714mK 
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m™: Clinical findings worthy of note: 


Eyes — conjunctivae and sclerae 
slightly icteric. Chest—diaphragm 
elevated. Abdomen — girth en- 
larged, definite fluid wave. Liver 
palpated 4 fingerbreadths below 
the costal margin; no other pal- 
pable viscera. Extremities—pedal 
edema (4+). 


The patient is well developed and 
not in acute distress. Blood pres- 
sure, 140/80 mm. Hg; pulse, 
112/min.; respiration, 20/min. 
Impression: Laennec’s cirrhosis — 
decompensated. 


Treatment: Mercurial diuretic on 


| 3/3 and 3/4, followed by Esidrix, 
| 50 mg. b.i.d., from 3/5 to 3/23 


when patient signed out of hos- 
pital. Esidrix induced copious 
diuresis resulting in almost com- 
plete disappearance of edema. 
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now! a safe, 


new long-acting 


biologic stimulant: 


DURABOLIN, a totally new biologic stimulant, is the safest and most potent 
long-acting tissue-building agent now available to physicians. Clinical studies, 
conducted on a broad scale for more than three years in England, Canada, 
Europe and the United States, indicate clearly that DURABOLIN exerts its re- 
vitalizing effects without the drawbacks and dangers characteristic of tissue- 
building steroids. Under the influence of DURABOLIN, normal cell growth is 
stimulated, muscular tissue mass increased. Negative nitrogen balance rapidly 
becomes positive. Appetite improves dramatically. Weight gain occurs from 
increased solid tissue, without fluid retention. DURABOLIN therapy may also 
relieve pain in both pre-senile and senile osteoporosis, possibly by stimulating 
regenerative processes of bone. 


Given only once weekly by bland, intramuscular injection, DURABOLIN pro- 
duces a rapid, lasting sense of well-being, especially in the asthenic, under- 
nourished or debilitated patient. 


DURABOLIN is notably less costly than oral anabolic therapy, and produces 
no growth of facial hair or acne when administered in proper dosage. And 
thus far, after ten million injections, there has been no evidence of hepatic 
disorders or progestational effects. 


DURABOLIN is supplied in 1-cc. ampuls and in 5-cc. vials, providing 25 mg. 
of nandrolone phenpropionate (ORGANON) per cc. of sesame oil. 


Average adult dose: 25 mg. (1 cc.) i.m. once weekly, or 50 mg. (2 cc.) im. 
every second week. Write for samples with complete literature and bibliog- 
raphy on DuRABOLIN: Organon Inc., Orange, New Jersey. 
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restores strength and vitality, 
builds working muscular weight, 


improves outlook and appetite 


Nandrolone phenpropionate injection, ORGANON 


anorexia 
asthenia 
burns 
cachexia 
convalescence 
catabolic conditions 
debility states 
decubitus ulcers 
mammary cancer 
osteogenesis imperfecta 
osteoporosis 
Organon pre- and post-surgery 
retarded growth 
uremia 


weight loss 
Organon Inc. - Orange, N. J. 
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CITRUS BIOFLAVONOIDS 


W hen 
capillary 
or other 
vascular 
damage 
accompanies 
stress 
conditions 


Hesperidin, Hesperidin Methyl Chalcone, or Lemon Bioflavonoid Complex are 
prescribed as therapeutic adjuncts for control of vascular and capillary damage 
and abnormal cellular metabolism associated with many stress conditions. 


These stress conditions may result from nutritional deficiencies, 
environment, drugs, chemicals, toxins, virus or infection. 


SUNKIST AND EXCHANGE BRAND Hesperidins and Lemon Bioflavonoid 
Complex are available to the medica! profession in specialty 
formulations developed by leading pharmaceutical manufacturers. 


Sunkist Growers 


PRODUCTS SALES DEPARTMENT * PHARMACEUTICAL DIVISION 
Ontario, California 
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Control 
Of 
Habitual 
Abortion 


Disturbed capillary permeability 
and lowered capillary resistance, 
as well as the tendency toward 
edema and fluid retention, are well 
recognized in pregnancy (1, 2, 3, 
4). The bioflavonoids have been 
shown effective in controlling the 
susceptibility to edema in preg- 
nancy (5) and their routine pre- 
natal use has been suggested (6). 


Ecchymotic areas resulting from 
bruises and positive capillary fra- 
gility tests have frequently been 
observed in habitual aborters (7). 
Patients having a history of two or 
more spontaneous abortions have 
shown a marked improvement in 
fetal salvage after the addition of 
Hesperidin (a citrus bioflavonoid), 
ascorbic acid and other factors to 
the therapeutic regimen (8, 9, 12, 
14, 15, 16). Other investigations 
have reported extensive use of the 
citrus bioflavonoids in the manage- 
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ment of pregnancy with excellent 
results (18, 19, 20). 


Observations include a reduction 
in severity or prevention of eryth- 
roblastosis fetalis in Rh-negative 
patients when Hesperidin (7) or 
other citrus bioflavonoids (23, 24) 
were administered. 


The rationale of Hesperidin and 
other citrus bioflavonoids—in con- 
junction with vitamin C, nutri- 
tional factors or other therapeutic 
agents—as adjuncts in the man- 
agement of pregnancy and its 
complications, spontaneous abor- 
tion and erythroblastosis fetalis, is 
based on the premise and observa- 
tion that capillary involvement 
may be a contributing factor. 


NOTE: For bibliography (B-688) 
write Sunkist Growers, Pharma- 
ceutical Division, 720 East Sunkist 
Street, Ontario, California. 
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there hardly seems 
an excuse 

aving a Tunny nose 
these days 


The youngster who:stops sniffling and begins breathing freely in a few minutes with all air 
passages cleared...and no sense of jitteriness or nasal irritation...is experiencing the 
Novahistine Effect. 

Each 5 cc. teaspoonful of good-tasting Novahistine Elixir contains: phenylephrine HCI, 
5.0 mg. and prophenpyridamine maleate, 12.5 mg. And the distinctly additive action 
achieved by combining this orally effective vasoconstrictor and superior antihistamine 
usually controls cold symptoms better than any single drug. 


Elixir 


PITMAN-MOORE COMPANY Divisionot Allied! ies, Ine., is 6, Indiana 
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Overwhelming evidence’ proves: 


capsules 
In a recent report! on 44 patients, VASTRAN FORTE reduced plasma cholesterol levels to 
normal in 21 patients and lowered cholesterol levels by at least 40% in 14 more patients 
during a 30-week period. There was no change in diet. 
VASTRAN FORTE produces no significant side effects on long-term administration. 
“No toxic reactions have been found ky clinical and laboratory observations, including 
a battery of seven tests of hepatic function and needle biopsies of the liver in 17 patients 
after one year of therapy.”! However, patients must be told to expect pronounced 
warm flushing within approximately 15 minutes of the early doses. This effect is the 
normal initial response to high-dosage nicotinic acid, and is in no way harmful. It gen- 
erally does not occur after one or two weeks. 


Each VASTRAN FORTE Capsule contains: nico- 
VASTRAN FORTE contains anticholes- tinic acid, 375.0 mg.; ascorbic acid, 50.0 mg.; 
terol dosage of nicotinic acid'-'* forti- 
mg.; pyridoxine hydrochloride, 0.5 mg.; calcium 
fied by added B-complex factors to 
pantothenate, 2.5 mg.; cobalamin concentrate 
guard against vitamin deficiencies due < 
to large dosage of a single B factor;'#-15 (vitamin B,. activity), 10.0 mcg. Dosage: Initial 
Dosage—2 capsules four times a day after meals 
plus pyridoxine to improve utilization 
of unsaturated fatty acids in normal for twelve weeks. Thereafter dosage should be 
6-17 ARE 118 for adjusted according to response. Maintenance 
diets'*-!7 and ascorbic acid' for support uirements may vary from 1 capsule q.i.d. to 
against degenerative arteri h : 
9 9 e arterial changes 4 capsules q.i.d. Supply: Bottles of 100. 
WAMPOLE LABORATORIES, STAMFORD, CONNECTICUT 
hs ya }  Pescenn, W. B., Jr., and Flinn, J. H.: A.M.A. Arch. Int. Med. 103:783, 1959. 2. Parsons, W. B., Jr., and 
Flinn, J. A.M.A. 165:234 (Sept. 21) 1957. 3. O” Reilly, P O.: Canad. - - J. 78:402 (March 15) 1958. 4. Altschul, R., 
and often, Arch. Biochem. 73:420, 1958. 5. R. W. P; Berge, K. G.; ye N. W, and R. F: 
Circulation 17: 497, 1958 6. _— R., and Hoffer, Circulation ie: "499, 1957. 7. Hoffer, A., and Callbeck, M. J.: 
- Ment. Se. 103: 810, 1957. a W. B., Jr., and tiinn, J. H.: Circulation 16: 499, 1957. 9. Achor, R. W. E: Berge, 
K. G.; Barker, N. W., and McKensie, B. F: Circulation 16: 499, 1957. 10. O'Reilly, P. O.; Demay, M., and Kotlowski, K.: Arch. 
Int. Med. 100:797, 1957. 11. deSoldati, L.: Stritzler, G., and Balassanian, S.: Prensa méd. argent. "th: 8286 (Nov. 8) 1957. 12. 
Parsons, W. B., Jr., et al.. Proc. Staff Meet. Mayo Clin. 31:377 (June 27) 1956. 13. Altschul, R; Hoffer, A., and Stephen, 
J. D.: Arch. Biochem. 54:588, 1955. 14. Seebrell, W H., and Harris, R. S.: The Vitamins; Chemistry, Physiology, Pathology, 
New York, gy ag Press, 1954, vol. 2, p. 551. 15. Gregory , I.: J. Ment. Sc. 101:85, 1966. 1 16. Sinclair, H. M.: Lancet 1:381, 
1956. 17. ‘Page, I. H., et al.: J. A. M.A. 164:2048 (Aug. 31) 1957. 18. Rosenfeld, L.: Am. J. Clin. Nutrition 5:286, 1957. 
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Preserve 

your GP copies 
in permanent 
binding 


THIS RIGID BINDING of washable buckram keeps 
your back issues neat, ready for reference by volume. 
It comes in medium blue with gold stamping on 
the spine (“GP,” AAGP seal, volume number and 
year) and your name in gold on the front cover. 
The price of binding is $4.15 per volume. To 
order yours, send all six issues of each volume to 
be bound to the address below via prepaid parcel 
post or express. They furnish indices. Make your 
check or money order payable to PABS (Publishers 
Authorized Binding Service). Within four weeks, 
you will receive your bound volume prepaid. The 
address: PABS — Publishers Authorized Binding 
Service, 5811 W. Division Street, Chicago 51, Ill. 
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Synonyms for 
Pain Relief... 


‘TABLOID’ 


‘EMPIRIN’ 
COMPOUND 


‘TABLOID’ 


CODEINE 


PHOSPHATE’ 


Acetylsalicylic Acid .... gr. 
Caffeine .... 
Codeine Phosphate .... 


Acetylsalicylic Acid .... gr. 
Caffeine gr. 
Codeine Phosphate ... . gr. 


Acetylsalicylic Acid .... gr. 3 
Caffeine 
Codeine Phosphate . 


No. 4 Acetophenetidin 


Acetylsalicylic Acid .... gr. 3 
Caffeine 
Codeine Phosphate .... gr. 1 


gr. % 


the desired 
gradation of potencies 
relief of varying 
Intensities of pain 


minor trauma 
premenstrual tension 
postpartum pain 
trauma 
organic disease 
muscle spasm 
colic 
migraine 
musculo-skeletal pains 
postdental surgery 
post-partum involution 
fractures 
synovitis /bursitis 
-felied of pain 
“fall degrees of 
severity up to 
that which 
requires morphine 
fevers 


Ya 


Yo ary, 
unproductive coughs 


*Subject to Federal Narcotic Regulations 


BURROUGHS WELLCOME & CO. (U.S.A. 


Tuckahoe, New York 
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PORTANCE 


LOTAINA BRISTOL TORIES 
— 


The first synthetic penicillin 
available 
for general clinical use 


BLOOD LEVELS 
TWICE AS HIGH 
AS WITH 
POTASSIUM 
PENICILLIN V 


SAFER ORAL ROUTE 
PROVIDES HIGHER 
BLOOD LEVELS THAN 
INTRAMUSCULAR 
PENICILLIN G 


MAJOR THERAPEUTIC 


IMPROVED 
ANTIBIOTIC 
EFFECT FROM 
COMPLEMENTARY 
ACTION OF ISOMER! 
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ADVANTAGES ACCOMPANY MOLECULAR ASYMMETRY 


POTASSIUM PENICILLIN-152 


4 


ANTIBIOTIC REDUCED HAZARD MANY 
ACTIVITY OF SERIOUS STAPH STRAINS | 1 
DIRECTLY ALLERGENICITY MORE 
PROPORTIONAL BY SAFER SENSITIVE TO 
TO ORAL DOSE ORAL ROUTE SYNCILLIN 


RY 
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ORIGIN OF A NEW 
SYNTHETIC PENICILLIN 


In March, 1957, Dr. John C. Sheehan of the Massachusetts Institute of Technology 
announced the total synthesis of penicillin from common raw materials, thus solving 
a problem which had baffled research workers for more than 15 years. Although total 
synthesis was not commercially practicable, this work, sponsored by Bristol Laboratories, 
made possible the subsequent synthesis of new penicillins not occurring in nature. Later 
scientists at Beecham Laboratories in England discovered that a key intermediate 
(6-aminopenicillanic acid) could be produced by a fermentation process. With these 
achievements, large scale production of synthetic penicillins became feasible. 


Organic chemists at Bristol then embarked upon an intensive program to develop better 
penicillins. Over five hundred were synthesized and underwent preliminary screening. 
Forty-six showed sufficient promise to warrant further investigation. Extensive micro- 
biological, pharmacological, and clinical screening indicated that one compound, 
SYNCILLIN, had advantages of major importance over other penicillins. 


SYNCILLIN is the N-acylation product of 6-aminopenicillanic acid and a-phenoxypropi- 
onic acid (the phenylether of lactic acid). It is freely soluble in water and remarkably 


resistant to decomposition by acid. The acid stability of SYNCILLIN is equivalent to that 
of penicillin V at pH 2 and pH 3 at 37° C.! 


SIGNIFICANCE OF MOLECULAR ASYMMETRY 
AND ISOMERIC COMPLEMENTARITY 


SYNCILLIN has a molecular configuration similar to penicillin V, but contains an addi- 
tional CH, group so positioned as to render the adjacent carbon atom asymmetric. (In 
the formulae below, the added CH; group is shown in blue and the asymmetric carbon 


atom in red.) As a result, SYNCILLIN occurs as a mixture of two isomers. 


Each isomer has been synthesized in essentially pure form and found to possess distinctive 
chemical and biological properties. The L-isomer is 2 to 17 times more active than the 
D-isomer against many of the organisms tested. As produced, SYNCILLIN is a mixture of 
the L-isomer and the D-isomer. As will be shown later, the antibiotic effect of the 
clinically available mixture, SYNCILLIN, is greater than either isomer alone against many 


organisms. This phenomenon is referred to here as isomeric complementarity. 
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ISOMERIC COMPLEMENTARITY 
DEMONSTRATED IN VITRO 


The in vitro minimum inhibitory concentration (MIC) of sYNCILLIN and of each of its 
two component isomers was determined for a variety of common pathogens and labora- 
tory test organisms. As may be seen from Table 1, all three are highly effective against 
penicillin-susceptible staphylococci and against pneumococci, streptococci, gonococci, 
and corynebacteria; all are ineffective against Salmonella, E. coli, and other gram- 


negative coliform bacilli. 


SYNCILLIN was more active against many of the test strains including some streptococci 
and staphylococci than either of its components. This demonstrates in vitro the phe- 


nomenon of isomeric complementarity. 


TABLE 1 


Minimum Concentrations of SYNCILLIN and Components 
Required to Inhibit a Wide Range of Bacteria 


Minimum Inhibitory Concentration (MIC) in Micrograms per Milliliter 


Bacillus anthracis 

Bacillus cereus 

Bacillus circulans ATCC 9961 

Corynebacterium xerosis 
*Diplococcus pneumoniae 

Escherichia coli ATCC 8739 

Gaffkya tetragena 

Micrococcus flavus 

Salmonella paratyphi A 

Salmonella typhosa 

Sarcina lutea ATCC 10054 

Shigella sonnei 

Staphylococcus aureus 209P 

Staphylococcus aureus var. Smith 

galactiae ATCC 1077 
dysgalactiae ATCC 9926 

Streptococcus faecalis PC! 1305 
*Strep pyog 203 
*Streptococcus pyogenes Digonnet 

Streptococcus pyogenés 2320 

Strept pyog 23586 

Vibrio comma 
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ISOMERIC COMPLEMENTARITY 
CONFIRMED IN VIVO 


To determine the median curative dose (CD; 9) mice were infected with 100 times the 
lethal dose of Staphylococcus aureus. Each penicillin being tested was administered intra- 
muscularly at the same time, and the dose required to cure half the animals determined. 
The greater effect of the mixture of the two isomers (SYNCILLIN) is shown in two 


independent experiments. (See Figure 1.) Note that isomeric complementarity is thus 
confirmed in vivo. 


dian Curative Dose (CD,,) for Staphylococets 
Experiment } 


MANY STRAINS OF STAPHYLOCOCCI 
MORE SENSITIVE TO SYNCILLIN 


SYNCILLIN has been tested against a large number of strains of Staphylococcus aureus 
isolated from clinical sources. Many organisms resistant to potassium penicillin G and 
potassium penicillin V proved sensitive to SYNCILLIN. 


Wright? performed sensitivity studies on 54 strains, the majority of which were resistant 
or moderately resistant to penicillin V and penicillin G. Thirty-two (60% ) of the strains 
were sensitive to SYNCILLIN, approximately twice as many as with the other penicillins. 
(See Figure 2.) In two-thirds of the isolates, SYNCILLIN produced inhibition at concentra- 
tions lower than those required for either of the other antibiotics. One strain was more 
sensitive to penicillin G. 


FIGURE 2 — InVitro Sensitivity of 54 Strains of Coagulase-Positive 
Staphylococcus aureus from Clinical Sources 


Per cent of Strains Susceptible 


Completely Susceptible Moderately Resistant Resistant 
SYNCILLIN Potassium Penicillin V Potassium Penicillin G 
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Of equal interest are the findings of White.* Six penicillin-resistant strains of staphylococci 
were isolated from hospital infections. None was sensitive to potassium penicillin V. All 
were sensitive to SYNCILLIN. (See Figure 3.) 


FIGURE 3 
Minimum Concentrations of SY NCILLIN Required to Inhibit 
Hospital Strains of Staphylococcus aureus Resistant to Potassium Penicillin V 


Phage Type 47/53/75 80/81 47/75 


52a 53/54 
Strain Number c605 d262 d502 


c585 t197 


“Minimum Inhibitory Concentration (MIC) Micrograms per ml. GB SYNCILLIN Mm Potassium Penicillin V 


The efficacy of SYNCILLIN against the type 80/81 Staphylococcus (dangerous and wide- 
spread in hospitals) is worthy of special attention. 


The complementary action of the component isomers is also seen with strains of staphylo- 
cocci resistant to penicillins. Note that SYNCILLIN is more effective than either isomer 
against strains 52-34 and WR 188. (See Figure 4.) Against all three strains, SYNCILLIN is 
effective at concentrations below serum levels, while penicillins V and G are ineffective. 


FIGURE 4 


Minimum Inhibitory Concentrations (MIC) for Coagulase-Positive 
Penicillin-Resistant Strains of Staphylococcus aureus 


D-lsomer 
L-Isomer 
SYNCILLIN 

Potassium Penicillin V 
Potassium Penicillin G 


Staphylococcus auraus—strain no} 52-34 


10 MIC (mcg./ml.) 30 40 50 MIC (mcg./mi.) 30 40 50 


Staphylococcus auf 


eus—strain Staphylococcus auréus—strain no|WR 188 


Isomeric complementarity has thus been demonstrated for: 

—— certain penicillin-susceptible streptococci, staphylococci 
and corynebacteria in vitro (Table 1) 

—— penicillin-susceptible staphylococci in vivo (Figure 1) 

—— penicillin-resistant staphylococci in vitro (Figure 4) 
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ISOMERIC COMPLEMENTARITY 
SHOWN BY REDUCED RATE OF 
INACTIVATION BY PENICILLINASE 


Bacterial resistance to penicillin has been attributed to the action of penicillin-inactivating 
enzymes produced by the invading organisms.* As shown in Figure 5, SYNCILLIN is less 
affected by staphylococcal penicillinase than either of its component isomers — a further 
demonstration of isomeric complementarity. Further, syYNCILLIN is shown to be less 
inactivated by this enzyme than penicillin V and penicillin G. 


Resistance to SYNCILLIN develops in a slow, step-wise manner characteristic of other 
penicillins, in contrast to the usually rapid development of resistance to streptomycin. 


FIGURE 5—Effect of Staphylococcal Penicillinase on Different Penicillins 

0 25 50 75 100 


T 
L-Isomer 
SYNCILLIN 

MEE Potassium Penicillin V 
Potassium Penicillin G 


| 
Per cent inactivation in one hour 


ANTIBIOTIC ACTIVITY DIRECTLY 
PROPORTIONAL TO ORAL DOSAGE 


Cronk® studied blood levels after administering varying amounts of SYNCILLIN. (Figure 
6.) Total antibiotic activity (obtained by measuring areas under curves with a planimeter ) 
increases rapidly as the dose is doubled. These data show that increased dosage markedly 
increases serum concentration and thus may enhance the drug’s effectiveness. 


FIGURE 6 


Serum Levels With Varying Dosage Antibiotic Activity With Varying Dosage 

“Scale units of area under curve of blood levels 
as measured by planimeter. 


Area under Blood Level Curve (Scale Units) 


SINGLE ORAL DOSE (mg) 
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BLOOD LEVELS TWICE AS HIGH AS WITH 
POTASSIUM PENICILLIN V AFTER ORAL 
ADMINISTRATION 


Wright® performed comparative crossover blood level 
studies on volunteer subjects receiving equivalent 
amounts of potassium penicillin V and sYNCILLIN. 
The peak concentrations attained during the first 
hour after administration were twice as high with 
SYNCILLIN. 


The total antibiotic activity as measured by the area 
under the curves (see Figure 7) indicates an almost 
2 to 1 superiority of SYNCILLIN (1606) over potas- 
sium penicillin V (860). 


The higher blood levels may be of value with organ- 
isms of only moderate penicillin-sensitivity where 
doubling the blood concentration may be essential 
for effective bactericidal action. In addition these 
higher levels may be necessary where there is infec- 
tion in areas with a poor blood supply.7 Under these 
circumstances a higher blood concentration may 
provide the increased diffusion pressure required to 
deliver adequate amounts to the tissue. 


BLOOD LEVELS 
MUCH HIGHER 
THAN WITH 
INTRAMUSCULAR 
PENICILLIN G 


In addition, blood levels attained with oral sYNCILLIN® 
are much higher than those with intramuscular pen- 
icillin G.8* (See Figure 8.) Note that the level at 
one hour for SYNCILLIN (3.8 mcg./ml.) is more than 
twice as high as with procaine penicillin G, even 
when reinforced with potassium penicillin G (1.6 
mcg./ml.). Since penicillins are bactericidal, these 
intermittent high serum levels can be clinically sig- 
nificant. Thus, SYNCILLIN offers the promise of 
superior efficacy via the safer oral route. 


FIGURE 7 
20 Subject Crossover 
250 mg. Single Dose 


mmm SYNCILLIN 


Potassium Penicillin V 


Average Serum Concentrations (mcg./ml.) 


FIGURE 8—Serum Levels after Oral 
Administration of SYNCILLIN (250 mg.) and after 


Intramuscular Injection of Penicillin G 
40 
— SYNCILLIN 
(400,000 units)— 
20 Patients 


== Procaine Penicillin G 
(600,000 units)— 
9 Patients 


== Procaine Penicillin G 
(600,000 units) + 
Potassium Penicillin G 
(400,000 units)— 
14 Patients 


Average Serum Concentrations (mcg./ml.) 


2 
HOURS 
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REDUCED HAZARD OF SERIOUS 
ALLERGENICITY BY SAFER ORAL ROUTE 


CLINICAL EFFICACY DEMONSTRATED 
IN PENICILLIN-SENSITIVE INFECTIONS 


SY NCILLIN 
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SYNCILLIN has been administered in multiple doses to 437 patients and volunteers. One 
patient developed itching during therapy, possibly an allergic side effect. Another had a 
purpuric rash, but no relationship to SYNCILLIN was established. No reactions were 
observed in 9 patients with a known history of sensitivity to penicillin. 


While the above data suggests the possibility of reduced allergenic hazard, no definite 
conclusions may be drawn at this time. The usual precautions for oral penicillin therapy 
should be observed. Patients with histories of asthma, hay fever, urticaria, or previous 
penicillin-sensitivity should especially be watched carefully. Since sYNCILLIN is admin- 
istered orally, it may be expected to be safer than parenteral penicillin. 


As Flippin® recently stated, “... it is well established that serious allergy to the drug 
[penicillin] is most likely to occur following parenteral administration, especially after 
repeated intramuscular injections; the oral route is least likely to initiate severe hyper- 
sensitivity reactions. This can be explained partly by the fact that when reactions develop 
following oral medication, they are usually slow enough to treat symptomatically; thus 
the progression of the reaction can usually be interrupted. ... In view of the relatively 
high incidence of severe allergy to injectable penicillin, it would seem advisable to employ 
oral penicillin routinely, except in the control of infections involving the blood stream, 
endocardium, meninges, etc., in which cases the parenteral route remains the preferred 
treatment.” 


SYNCILLIN, like other penicillins, is essentially free of other toxicity. No hematopoietic, 
hepatic, or renal toxicity was observed in 210 volunteers receiving 1 gm. daily for 2 to 3 
weeks.1° 


Clinical trials conducted by Blau and Kanof,!! White,!* Prigot,!* Robinson,!4 Dube,!5 
Ferguson,'® Rutenburg,'? Richardson,'* Bunn,!® Cronk,® Kligman,!® and Yow 2° dem- 
onstrated the efficacy of SYNCILLIN in a variety of streptococcal, staphylococcal, pneumo- 
coccal, and gonococcal infections. Conditions treated included respiratory, skin, soft 
tissue, wound, and chronic urinary tract infections; acute gonorrhea; cellulitis; septicemia; 
otitis media; gingivitis; and Vincent’s angina. In a few patients SYNCILLIN was used for 
rheumatic fever or gonorrheal prophylaxis. 


One hundred seventy-two of one hundred ninety-six patients responded favorably to 
SYNCILLIN. The failures included 1 patient with pustular dermatoses, 10 elderly patients 
with chronic urinary tract infections, 1 patient with gonorrhea, 1 patient with a gram- 
negative infection, and 10 patients with staphylococcal infections. Lack of response of 
staphylococcal infections was attributed to the presence of resistant organisms or local 
suppurative foci requiring drainage. 


q 
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Relatively few side effects were encountered. One patient experienced moderate itching 
of the skin which was controlled by an antihistamine. Another reported pruritus ani 
which did not interfere with therapy. Diarrhea occurred in 4 instances. There was one 
purpuric rash, but no relationship to SYNCILLIN could be established. 


Clinical response usually begins within 24 hours in infections susceptible to SYNCILLIN. 
Recovery occurs in 4 to 7 days depending upon the severity of the infection. Gonorrheal 
infections respond very promptly to SYNCILLIN; 500 mg. b.i.d. for two days usually 
produce bacteriologic cures. 


IMPROVED ANTIBIOTIC EFFECT FROM 
COMPLEMENTARY ACTION OF ISOMERS 


SYNCILLIN is a mixture of isomers. The L-isomer is 2 to 17 times more active than the 
D-isomer against many of the organisms tested. Furthermore, the D- and L-isomers 
have other distinguishing chemical, pharmacological, and microbiological properties. 
Their in vivo and in vitro activities differ for many important pathogens. Against many 
of the organisms tested, the combination of isomers (SYNCILLIN) is much more active 
than the stronger isomer alone. This phenomenon of isomeric complementarity is not 
always demonstrable, for in a few instances SYNCILLIN is slightly less active. 


Isomeric complementarity has previously been demonstrated in vitro (Figure 4) and 
in vivo (Figure 1). Figure 9 reveals a third form of superiority related to isomeric com- 
plementarity. Equal concentrations of SYNCILLIN and penicillin V were required to inhibit 
this growth of staphylococci in vitro. But, in vivo, a much smaller amount of SYNCILLIN 
(one-third that of penicillin V) was effective in an experimental infection with the same 
strain. These observations on complementary action indicated the advantage of producing 
the mixture of isomers as the medication to be made available for clinical therapy. 


FIGURE 9— Comparison of and MIC Values Staphylococcus aureus (war. Smith) 


0075 0.050 
MIC (mog/mi) 


Isomeric complementarity has thus been demonstrated for : 

—— certain penicillin-susceptible streptococci, staphylococci 
and corynebacteria in vitro (Table 1) 

—— penicillin-susceptible staphylococci in vivo (Figures 1 and 9) ; 

—— penicillin-resistant staphylococci in vitro (Figure 4) ' 


—— staphylococcal penicillinase antibiotic inactivation (Figure 5) : 
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Indications: 

SYNCILLIN is recommended in the treatment of infections caused by pneumococci, strep- 
tococci, gonococci, corynebacteria, and penicillin-sensitive staphylococci. In addition, 
SYNCILLIN is effective against certain strains of staphylococci resistant to other penicillins. 


SYNCILLIN, like other oral penicillins, is not recommended at the present time in deep- 
seated or chronic infections, subacute bacterial endocarditis, meningitis, or syphilis. 


Dosage: 

125 mg. or 250 mg. three times daily, depending on the severity of infection. Larger 
doses (e.g., 500 mg. t.i.d.) maybe used for more severe infections. SYNCILLIN may be 
administered without regard to meals. 


Beta hemolytic streptococcal infections should be treated with sYNCILLIN for at least 
ten days. 


Precautions: 

While present data suggest the possibility of reduced allergenic hazard, no definite conclu- 
sions may be drawn at this time. Therefore the usual precautions with oral penicillin 
therapy must be observed. Patients with histories of asthma, hay fever, urticaria, or pre- 
vious reactions to penicillin should be watched with special care. 


Diarrhea has been reported occasionally following heavy dosage. If this occurs, the 
interval between dosages should be lengthened. 


If superinfection occurs during therapy, appropriate measures should be taken. 


Since some strains of staphylococci are resistant to SYNCILLIN as well as to other penicillins, 
cultures and sensitivity tests should be performed where indicated by clinical judgment. 
As is true with all antibiotics, clinical response does not always correlate with laboratory 
bacterial sensitivity reports. 


Supply: 
125 and 250 mg. tablets, bottles of 25 and 100. 125 mg. powder for oral solution, 60 ml. vials. 


References; 1. Lein, J.: Microbiology report to Bristol Laboratories Inc. 2. Wright, W. W.: Microbiology report to Bristol Labora- 
tories Inc. 3. White, A. C.: Microbiology report to Bristol Laboratories Inc. 4. Dubos, R. J.: Bacterial and Mycotic Infections of 
Man, 3rd edition, Philadelphia, J. B. Lippincott Co., p. 690. 5. Cronk, G. A.: Clinical report to Bristol Laboratories Inc. 6. Wright, 
W. W.: Clinical report to Bristol Laboratories Inc. 7. Kass, E. H.: Am. J. Med. /8:764 (May) 1955. 8a. White, A. C.; Couch, R. A.; 
Foster, F.; Calloway, J.; Hunter, W., and Knight, V.: in Welch, H. and Marti-Ibafiez, F.: Antibiotics Annual — 1955-1956, Medical 
Encyclopedia, Inc., New York, 1956, p. 490. b. Data on file — at Bristol Laboratories. 9. Flippin, H. F.: Pennsylvania M. J. 62:864 
(June) 1959. 10. Kligman, A.: Clinical report to Bristol Laboratories Inc. 11. Blau, S., and Kanof, N.: Clinical report to Bristol 
Laboratories Inc. 12. White, A. C.: Clinical report to Bristol Laboratories Inc. 13. Prigot, A.: Clinical report to Bristol Laboratories 
Inc. 14. Robinson, C.: Clinical report to Bristol Laboratories Inc. 15. Dube, A. H.: Clinical report to Bristol Laboratories Inc. 16. 
Ferguson, B.: Clinical report to Bristol Laboratories Inc. 17. Rutenburg, A. M.: Clinical report to Bristol Laboratories Inc. 18. Rich- 
ardson, J. H.: Clinical report to Bristol Laboratories Inc. 19. Bunn, P. A.: Clinical report to Bristol Laboratories Inc. 20. Yow, 
E. M.: Clinical report to Bristol Laboratories Inc. 
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relieves painful muscle spasm, improves 
mobility, facilitates rehabilitation... 


Chlorzoxazone* 

PARAFLEX provides effective skeletal muscle relaxation for about 6 hours with a 1- to 2-tablet 
dose. It relieves pain and stiffness and improves function in a wide variety of 

orthopedic, arthritic, and rheumatic disorders, It may be used alone or with other agents 
indicated in the management of skeletal muscle spasm. It is especially valuable 

when used in conjunction with physiotherapy e and other rehabilitative procedures. Side 
effects are rare, almost never require discontinuance of therapy. 

Dosage: apuLTS—| to 2 tablets three or four times a day. 


CHILDREN — 4 to 2 tablets three or four times a day, depending on age and weight. 
Supplied: Tablets, scored, orange, bottles of 50. Each tablet contains PARAFLEX, 250 mg. 


*U.S. Patent Pending 25589 


McNeil Laboratoriés, Inc. 
Philadelphia 32, Pa. 
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OsrTENSIN is the registered trademark 
for Trimethidinium Methosulfate, Wyeth. 
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outstanding advantages of an improved 
antihypertensive regimen... easier management, 


greater patient comfort, improved clinical picture 


Wsrensiy, used with chlorothiazide or its derivatives, provides a superior new 
antihypertensive regimen'::*:* with reduced dosage, by-effects decreased, 
and maximal clinical benefits. 


The sympathetic blockade produced with OsTENsIN lowers systolic and dia- 
stolic blood pressure with predictable effectiveness and yet—because of minimal 
parasympathetic action—with fewer and less severe by-effects.':** 


Clinical experience':?:* shows that such by-effects as constipation, postural 
hypotension, and genitourinary disturbances are less frequent and less. severe 
with OsTENSIN than with other ganglionic-blocking compounds. No psychotic 
reactions, mental depression, or such neural disorders as tremors have been 
reported with OsTENSIN. 


OsTENSIN offers further advantages in oral administration, low dosage, smooth 
and prolonged antihypertensive action, prompt onset, no evidence of inherent 
toxicity, and rare drug tolerance.* 


OsTENSIN is indicated in diastolic hypertension. (Diastolic hypertension is de- 
fined as “‘. . . the elevation of diastolic blood pressure to 90 mm. Hg or above.””*) 


PLEASE TURN PAGE 


Ganglionic blockade with fewer and milder by-effects 


Wyeth 


® 
Philadelphia 1, Pa. 


GP December 1959 
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documented improvement 


in antihypertensive managem :nt 


in blood-pressure control 
in by-effect control 


“Of particular interest has been the virtual absence of constipation 
despite adequate blood pressure control. This finding suggests a lower 
risk of paralytic ileus. . . 


By-Errects or THREE OTHER GANGLIONIC-BLOCKING 
CoMPARED WITH THOSE OF OSTENSIN!’® 


Other Agents 


Constipation 59-69% of patients ' 5% of patients 


Postural hypotension 33-59% of patients 37% of patients 


Visual disturbances 42-50% of patients Be 34% of patients 


Dry mouth 38-41% of patients ae 15% of patients 


1. Dunsmore, R.A., et al.: Am. J. M. Se. 236:483 

my 1958. 2. Blaquier, P., et al.: Univ. Michigan M. 
ull. 24:409 (Oct.) Tose. 3. Smirk, F.H.: Submitted for 

ager 4. Janney, J.F.: Submitted for publication. 
. Council on Drugs, A.M.A.: J.A.M.A. 166:640 
Feb. 8) 1958. 6. Freis, E.D., and Wilson, I.M.: 
irculation 13:856 (June) 1956. 7. Moyer, J.H., et al.: 

A.M.A. Arch. Int. Med. 98:187 (Aug.) 1956. 

8. Moyer, J.H., et al.: Am. Pract. & Dig. Treat. 7:1765 
Nov.) 1956. 9. Dunsmore, R.A. In Tislow, R.F., et al.: 
cientific Exhibit. Presented at Annual Convention of 

A.M.A., San Francisco, June 23-27, 1958. 
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oy technique of management 


Dosage: Dosage is individualized. Therapy is initiated with one 20-mg. tablet 
before breakfast, in midafternoon, and before retiring, or at approximately 
8-hour intervals. When OsrTEnsIN is required only twice daily, it should be 
administered before breakfast and before the evening meal. 


Chlorothiazide or its derivatives: 10 increase sodium chloride excretion and 
enhance hypotensive activity, chlorothiazide or one of its derivatives should 
be administered with the morning and midafternoon doses of OsTENsIN. Some 
patients may require only the morning dose of the diuretic. 


Adjustment of dosage: Dosage is adjusted according to blood-pressure readings 
with the patient standing. Each dose of OsTEnsIn is increased by 20 mg. every 
third day, until a satisfactory response is obtained. Care should be taken to 
avoid episodes of postural hypotension. The total daily dose is usually in a 
range of from 40 to 300 mg. Most patients require approximately 120 to 140 
mg. daily, divided into three appropriate doses. 


Alternate method: OsTENsIN therapy alone may be initiated and the dose adjusted 
as explained above. If, in these patients, it becomes desirable to add chloro- 
thiazide or one of its derivatives to the regimen, the daily dose of OsTENsIN 
should be reduced by half and, if necessary, increased until an effective 
dosage schedule is obtained. 


Pharmacologic by-effects: The incidence and severity of pharmacologic by-effects 
are greatly reduced with the OsTENsIN regimen and do not parallel the degree 
of hypotensive effect. In most instances, symptoms may be troublesome only 
in the early stages of treatment and will disappear or diminish as therapy 
progresses. Nevertheless, the patient should be cautioned that they may 
occur—blurring of vision, postural hypotension, constipation, dry mouth, 
decreased libido and delay in orgasm in young males. (Consult the package 
circular for management.) 


Caution: Osrensin should be administered with caution to patients with severe 
renal disease. In those patients with increasing blood urea nitrogen, OsTENSIN 
should be discontinued. 


Contraindications: Organic pyloric stenosis, marked cerebral arteriosclerosis, 
recent coronary thrombosis, recent cerebral thrombosis, bleeding peptic ulcer. 


Supplied: Tablets, scored, 20 and 40 mg., vials of 100. 


COMPREHENSIVE LITERATURE SUPPLIED ON REQUEST 


Ganglionic blockade with fewer and milder by-effects Wyeth 


OsTENsIN is the registered trademark for Trimethidinium Methosulfate, Wyeth. Paitecalbie 1, Pa. 
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ONE-DOSE TREATMENT 


ri 


NEW FOR PINWORMS# 


N Ss i Oo N 


(PYRVINIUM PAMOATE SUSPENSION, PARKE-DAVIS) 


POVAN SUSPENSION is Singularly effective 

against pinworms...a single dose will eradicate almost 
all pinworm infections. Pleasant-tasting, 

POVAN SUSPENSION is well tolerated, easy to administer, 
and economical. Furthermore, its unique 

advantages make POVAN SUSPENSION a practical agent for 
preventing the spread of oxyuriasis in households 

or institutions where one or more members are infected. 
Striking clinical results —In one group of 

100 infected patients, results of one-dose therapy 
indicated clearance of pinworm infections 

in 96 per cent of the patients by the seventh day after 
treatment. Follow-up examinations of 96 of these 
patients, fourteen days after treatment, showed them 

to be free of pinworm 

Stops the spread of oxyuriasis — Sanitation 

procedures alone are futile in halting the spread of 
oxyuriasis...supplemental therapy is necessary.2 

If one member of a family or institution is infected, 

all others should be examined for the presence 

of ova. If half the group are infected, anthelmintic 
therapy for the entire group is indicated.3 

POVAN SUSPENSION has been been found ideal for such use. 
In one closed institution, single doses 

were given to 37 residents, 11 of whom were infected. 
Thirty days after treatment no evidence 

of pinworms could be found.4 


Low incidence of side effects — Nausea and vomiting 
are not significant problems and toxicity 

due to overdosage is extremely unlikely, since the drug 
is not appreciably absorbed from the 

gastrointestinal tract. 


Administration and Dosage available as a pleasant- 
POVAN SUSPENSION is administered tasting, strawberry- 
orally in a single dose. In small flavored suspension 
children, the dose is equivalent containing the equivalent 
to 5 mg. pyrvinium base per Kg. of 10 mg. pyrvinium 

of body weight. For convenience, base per cc. in 2-oz. 


a 5-cc. teaspoonful per 22 pounds bottles. 

(10 Kg.) of body weight References: (1) Beck, J. W.; 
may be recommended. For example, Saavedra, D.; Antell, 

a 54-pound child would G. J., & Tejeiro, 8.: 
receive somewhat less than Am. J. Trop. Med. 8:349, 


3 teaspoonfuls of the Suspension. 


Adults also may be given 
POVAN SUSPENSION according 


to the same dosage schedule. 


Note: Parents and patients 
should be informed that 


POVAN SUSPENSION will color the 


stools a bright red and, 
if Spilled, will stain. 


Supplied: povan suspension is 


CAM 


€. C., & Russell, P. F.: 
Craig and Faust's Clinical 
Parasitology, ed. 6, 
Philadelphia, Lea & Febiger, 
1957, p. 412. (3) Faust, 
E. C., & Russell, P. F.: 
ibid:, p. 412. (4) Clinical 
investigation Department, 
Research Division, 
Parke, Davis & Company. 
“TRADE-MARK 
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SUSAN, THE TECHNICIAN TELLS HOW: Yc 


comfort 
simplicity 
grease everyone” 


“Our radiologist likes 
the Patrician for flu- 
oroscopy. Traded his 
old unit... got rid of 
tiresome tussles with 
an awkward fluoro- 
scopic screen.’ 


“Poor Mrs. Smith had 
tremors — no prob- 
lem for me, though. 
The Patrician ‘200’ 
is built for split-sec- 
ond radiography that 
really ‘stops’ motion.” 


“Miss Jones says 
she ‘feels faint’ — 
I’m glad to know 
the Patrician han- 
dles easily. Switch- 
es quickly from 
fluoroscopy to ra- 
diography. . . min- 
imizes examina- 
tion time for high- 
strung patients.” 


“Tall Johnny stretches 
comfortably. Even 
61% footers are not too 
big for this roomy 
81” table.” 


©@ Ask your G-E x-ray representative for 
full details on Patrician’s big-table con- 
venience. Or clip this coupon for a copy 
of new illustrated catalog. 


GENERAL @ ELECTRIC 


X-RAY DEPARTMENT 


GENERAL ELECTRIC CO. 
Milwaukee 1, Wisconsin, Rm. F-121 


Please send me: 

(C0 New 8-page PATRICIAN bulletin 

( Facts about deferred payment 

CO MAXISERVICE® all-inclusive rental plan 


Name. 


Add. 
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Your patients can woo and win elusive slumber 
without barbiturates. Give them subtle Placidyl. 
Their tensions vanish. Their brows unfurrow. 
Restful sleep is theirs within the hour. 

Prescribe. You'll see. 


ABBOTT 


©1959 OTT LABORATORIES 911051 


Placidyl® nudges your patient to sleep 


(Ethchlorvynol, Abbott) 


and the evidence mounts 


Recent reports from three investigators describe a 
total of 322 patients treated with Harmony]. Patients 
included those with hypertension, anxiety states, other 
psychiatric disorders and a selection of “general prac- 
tice” patients. Figures from the combined reports',?.* 
show: 


only 24 cases (7.4%) developed any degree of lethargy 
or drowsiness. 


only 8 cases (2.5%) developed any degree of depression. 


These findings are typical of those reported by other in- 
vestigators in recent clinical studies. These investiga- 
tors have been almost unanimous in pointing to deser- 
pidine’s relative lack of troublesome side reactions. 

Here are some representative comments: First, from 
one of the studies quoted above—a double blind study 
involving 99 patients. 


“There were certain outstanding features noted in 
this study with the use of deserpidine: 
1. The drug had a much ‘smoother’ tranquilizing or 
relaxing effect . . . 
2. The feeling of awareness and alertness was greatly 
improved ... 
3. Sleep-producing qualities when the patient went to 
bed were excellent . . . 
4. Blood pressure in the hypertensive patient was low- 
ered 
5. Abrupt discontinuation of the drug did not produce 
any noticeable side effects . . . 


6. It was not necessary to increase the original dos 
to get the desired effects . . . 

7. In tension and anxiety states the chest pain 
angina were helped greatly by the relaxing effect 
deserpidine.””! 

Another investigator reports: “While the res 
(with deserpidine) were qualitatively similar to th 
seen with reserpine in similar dosage ranges, side 
fects were much less frequent, very mild, and a 
severe enough to interrupt treatment.””” 

The third investigator reports: “From our owne 
ical observations it would appear that deserpiding 
the most desirable compound among those prese 
available.””* 


. Frohman, |. P., Tranquilizers in Generai Practice and Clinical Evaluation of Deserp 
an Alkaloid of Rauwolfia Canescens, M. Ann., District of Columbia, 27 :641, Det. 


. Billow, B. W., et al., The Use of a New Rauwolfia Derivative, Deserpidine, in Mild j 
tional Disturbances and Office Psychiatry, New York J. Med., 59:1789, May, 1999 


Rawls, W. B., et al., Clinical Experience with Deserpidine in the Management off 
tension and Anxiety Neurosis, New York J. Med., 59:1774, May, 1959. 


Harmonyl 


(Deserpidine, Abbott) 


wo 


for your next working hypertensive 


ABBOTT 
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FOR A “STUFFY” PROBLEM... A SIMPLE SOLUTION 


ALCON-EFRIN 


without sting... burn... or irritation. And it doesn’t cause drowsiness. Alcon-efrin 
is designed to do just one thing . . . simply restore normal breathing passages. In 
three strengths...one mild enough for babies ...two others to provide effective relief 
even in stubborn adult congestion. Alcon-efrin contains Phenylephrine HCl, the mild 
vasoconstrictor, and Benzalkonium chloride, wetting agent and preservative, in a 
saline menstruum adjusted to physiologic pH and tonicity values. Available in 1 oz. 
dropper bottles in three concentrations at pharmacies throughout the United States: 
ALCON-EFRIN 12 (with 0.16% Phenylephrine HCl)—for babies; ALCON-EFRIN 25 
(with 0.25% Phenylephrine HCl)—for children and adults; ALCON-EFRIN 50 (with 
0.50% Phenylephrine HCl)—for extra strength. Also available: ALCON-EFRIN 25 
NASAL SPRAY—economical (20 cc. fluid container) and ready to use. 


GNU ALCON LABORATORIES, INC. - FORT WORTH, TEXAS 
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in respiratory infections = 
the 


In 25 years, the antibacterials have progressed from the 
status of heroic therapy to “universal” medication. This 
has brought into focus certain unexpected problems relat- 
ing both to bacterial and to host response. 


Shifts in bacterial flora—particularly of the gastrointestinal, 
as well as the respiratory and urinary tracts—pose entirely 
new therapeutic problems. The emergence of resistant 
strains of bacteria creates still another hazard. Also, ana- 
phylactic reactions often hamper critically needed therapy. 


While the question of bacterial mutations and patient sensi- 
tivity is undergoing continual intensive study, the imme- 
diate clinical need is for a new anti-infective alternative. 
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A fast-growing 
antibacterial bibliography: 


1. W. P. Boger, Antibiotics Annual 1958-1959, 
New York, Medical Encyclopedia, Inc., 1959, 
p. 48. 

B. A. Koechlin, W. Kern and R. Engelberg, 

Antibiotic Med. & Clin. Therapy, 6: (Suppl. 
1), 22-31, Feb. 1959. 

. S. Ross, J. R. Puig and E. A. Zaremba, Anti- 
biotics Annual 1958-1959, New York, Medical 
Encyclopedia, Inc., 1959, p. 56. 

4. E. H. Townsend, Jr. and A. Borgstedt, Anti- 
biotics Annual 1958-1959, New York, Medical 
Encyclopedia, Inc., 1959, p. 64. 

5. J. D. Young, Jr., W. S. Kiser and O. C. 

Beyer, Antibiotic Med. & Clin. Therapy, 6: 
(Suppl. 1), 1959. 

B. H. Leming, . Flanigan, Jr. and B. R. 

Jennings, yeti Med. & Clin. Therapy, 

6: (Suppl. 1), 32-39, Feb. 1959. 

.T. D. Michael, Antibiotic Med. & Clin. 
Therapy, 6:(Suppl. 1), 57-60, Feb. 1959. 

8. W. A. Leff, Antibiotic Med. & Clin. Therapy, 
6: (Suppl. 1), 44-48, Feb. 1959 

. J.C. Elia, Antibiotic Med. & ‘Clin. Therapy, 
6: (Suppl. 1), 61-64, Feb. 1959. 

10. M. J. Mosely, Jr., J. Nat. M. A., 51:258, July 


1959. 

11. S. Guss and A. J. Spiro, Pediatric Confer- 
ences, 2:14, Mar. 1959. 

12. H. P. Ironson and C. Patel, Antibiotic Med. 
& Clin. Therapy, 6:(Suppl. 1), 40-43, Feb. 
1959. 

13. R. J. Schnitzer and W. F. DeLorenzo, Anti- 
hiotie Med. & Clin. Therapy, 6: (Suppl. 1), 
17-21, Feb. 1959. 

1 


R. J. Schnitzer, W. F. E. Grun- 


ell-tolerated, 1-dose-a-day sulfonamide wae 


biotic Med. < Clin. Therapy, 6:(Suppl. 1), 
14-16, Feb. 1959. 


ad 


over 15,000 documented cases, Madribon quickly controlled 16. B.. Fust and Bochni, Antibietic Med. @ 
ection in up to 90 per cent of the patients and the incidence of 17. W. F, DeLorenzo and A. M. Schumacher, 
Antibiotic Med. & Clin. Therapy, 6: (Suppl. 

de effects—chiefly nausea, vomiting and headache—was less than 1), 11-18, Feb. 1959, : 
per cent. It has proven clinically effective for infections with 
it? . 19. J. F. Gh , J. R. Johnso i J.H. Se 7 
Itures positive for A ntibiotic Med & Clin, 6 Suppl 


1), 49-52, Feb. 1959. 
20. L. O. Randall, R. E. Bagdon and R. Engel- 


taphylococcus aureus hemolyticus* B. proteus bers, Toxicol. @ Appl. Pharmacol., 1:28, Jan. 

ita hemolytic streptococci E. coli* 21.8. M. Finegold, Z. Kudinoff, H. Kendall 
i * nd V. E. Kvinge, Ann. New York Acad. Sc., 

meumococci Proteus (1): 44-50, 1959. 
* 92.1 . J. Grace, ibid., p. 51. 

. pneumoniae Shigella 23. L. E. Skinner, ibid., pp. 57-60. 

. * 24. C. W. Daeschner, ibid., pp. 64-70. 
8. aeruginosa paracolon bacilli 26. M. M. Cahn and E. J. Levy, ibid., pp. 84-91. 


27. M. Sierp and J. W. Draper, ibid., pp. 92-104. 
infections due to antibiotic-resistant strains have responded to Madribon. 28. G. A. Moore, ibid., pp. 61-63. 
29. W. P. Boger and J. J. Gavin, ibid., pp. 18-30. 
30. J. C. Elia, ibid., pp. 52-56 


31. W. S. Kiser, O. C. Beyer and J. D. Young, 
thid., pp. 105-113. 

$2. B. H. Leming, Jr. and C. Flanigan, Jr., ibid., 
pp. 31-39. 

33. R. E. Bagdon, L. O. Randall and W. A. Leff, 
ibid., pp. 3-9. 

34. W. F. DeLorenzo and R. J. Schnitzer, ibid., 
pp. 10-17. 

35. G. Carroll in W. S. Kiser, et al., ibid., pp. 


110-113. 


new alternative in bacterial infections 5 AS 


is 38. T. D. Michael, thid., pp. 40-43. 
| f man reasons 39. A. Thill, to be published. 
it- Supplied: Madribon Tablets: 0.5 Gm, double 
scored, monogrammed, gold colored — bottles of 


Sart 250 d 1000. Madriqid C 125 
wide-spectrum activity gold colpred—bottes of 100 and_ 1000. Madribon 
high rate of clinical effectiveness flavored—bottles of 4 o2 and 16 os. Madribon 
al, ‘ es ms a Pediatric Drops: 10-ce plastic container with 
exceptionally low incidence of side effects—even in long-term use special tip for dispensing drop dosage—each ec 
ly (20 drops) provides 250 mg Madribon. 
minimal risk of hazardous superinfections MADRIBON®— brand of sulfadimethoxine(2,4-dimethoxy-6 
nt «sulfanilamido-1,3-diazine) MADRIQID™™ ROCHE® 
is essentially no danger of anaphylactic reactions 
‘4 few problems with the development of resistant mutants —— 
* | simplicity of administration—just one dose a day Re 4) ROCHE 
si- economical therapy LABORATORIES 
Division of Hoffmann-La Roche Inc. 
\e- rescrves antibiotic effectiveness for fulminating, : Nutley 10, N. J. 


re, | life-threatening infections 


| 
Krugman in E. H. Townsend, Jr. and A. 5 
Borgstedt, ibid., pp. 78-79. 
he E. H. Townsend, Jr. and A. Borgstedt, ibid., : 
71-79 


now! liquid 
tetracycline in 
premeasured 


Phosphate Potentiated Tetracycline Aqueous Drops 


4 


“she can be 20 mg. of tetracycline/lb. of body weight. Thus for a child 


MBE the « dose you preset weighing from 20 to 40 pounds, one Pressule q.i.d. will be 
~ = the: pe may Ps ( sufficient for the vast majority of infections. For children 
weighing more than 40 pounds, give 2 or more Sumycin 
re Pressules q.i.d., according to body weight, or Sumycin ; 
retre bral . no lefte Syrup. For infants under 20 pounds, administer Sumycin 
economical . prescribe j Aqueous Drops. supPLIED: Sumycin Syrup, a fruit flavored 
Fach Sumycin Pressule delivers. Lec aqueous suspension, buffered with potassium metaphos- 
Meyeme susperision, potentiated with phate, containing tetracycline equivalent to 125 mg. tet- a. 
Mepeereceuciously flavored with mixed racycline HCl per 5 cc., and Sumycin Aqueous Drops, a 
ose prowides Meme. of tetracycline {mel fruit flavored aqueous suspension, buffered with potassium 
ust id. metaphosphate, containing tetracycline equivalent to 100 


mg. tetracycline HCI per cc.. SQuIBB G25, Squibb Quality — 
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advance in tranquilization: 
Beater specificity of tranquilizing action results in fewer side effects 


ona The presence of a thiomethyl radical (S-CH;) is unique in 
ek | Mellaril and could be responsible for the relative absence of 
: CH, —— CH, —— side effects and greater specificity of psychotherapeutic action. 


This is shown clinically by: 


1 A specificity of action on certain brain sites in 
contrast to the more generalized or “diffuse” 
action of other phenothiazines. This is evidenced 
by a lack of appreciable anti-emetic effect. 


MELLARIL 


inimal suppression of vomiting 


ittle effect on blood pressure 
d temperature regulation 


9 Less “spill-over” action to other brain areas — 
hence, absence of undue sedation, drowsiness or 
autonomic nervous system disturbances. 


3 A notable absence of extrapyramidal stimulation. 


pening of blood pressure 
temperature regulation 4, 


g suppression of vomiting 


Lack of impairment of patient’s normal drive and energy. 


5 Virtual freedom from such toxic effects as 


phenothiazine -type di h tivity. skin 
jaundice, photosensitivity, eruptions, 
tranquilizers blood forming disord 
INDICATION USUAL STARTING DOSE TOTAL DAILY DOSAGE RANGE 


ADULTS: Mental and Emotional Disturbances: 
MILD —where anxiety, apprehension and tension are present 10 mg. tid. 20-60 mg. 
MODERATE—where agitation exists in psychoneuroses, alco- 25 mg. tid. 56-200 mg. 
holism, intractable pain, senility, etc. 

SEVERE —in agitated psychotic states as schizophrenia, manic 
depressive, toxic psychoses, etc.: 
Ambulatory 100 mg. tid. 200-400 mg. 
Hospitalized 100 mg. t.i.d. 200-800 mg. 


CHILDREN: BEHAVIOR PROBLEMS IN CHILDREN 10 mg. tid. 20-40 mg. 


BLL ARIL Tablets, 10 mg., 25 mg., 100 mg. 


d, A. M.: Scientific Exhibit, American Academy 
Gene: Practice, San Francisco, April 6-9, 1959 
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FORA 
HEAD 
START 


headache and fever 
tearing eyes 
coughing 

sneezing 

running nose 

4 sore throat 
earache 
sinusitis 


IN UPPER RESPIRATORY INFECTIONS 


Quick, symptomatic relief 
= Effective in the control and prevention of secondary complications 


Each capsule provides: 


Cosa-Tetracyn .............. 125 mg. Additional information on Cosa-Tetracydin 
phenacetin ...............-. 120 mg. is available from the Medical Department 
caffeine Coeescseseesececssece 30 mg. of Pfizer Laboratories on request. 
a ee 15 mg. Pfizer) Science for the world’s well-being™ 


PFIZER LABORATORIES Division, Chas. Pfizer & Co., Inc., Brooklyn 6, N. Y. 
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2 to 3 times higher B,, levels 
3 to 4 times longer B,, duration 
than with aqueous injectables 
plus excellent tissue tolerance 
low cost-—exceptional stability 


(REPOSITORY VITAMIN B,2 INJECTION) 

D. (Special Drain) vials— 

sft each cc. contains 1,000 
megs. of Vitamin B,> activi- 

ty (cobalamin concentrate). 

e A. BREON & CO., New York 18, N.Y. 


REFERENCES: 1. Sobell, S.D., and Arnold A.: Prolonged Elevated Serum Levels of Vitamin Biz Following Its Intramuscular Injection as a Depot 
Preparation (to be published). 2. Arnold, A.; Berberian, D. A., & Sobell, S. D.: Am. Pract. & Digest Treat 9:1835, 1958. 


4g 
GP December 1959 409 ; 


NEW AND EXCLUSIVE 


FOR SUSTAINED 
TRANQUILIZATION 


MILTOWN* (meprobamate) now available 


in 400 mg. continuous release capsules as 


Meprospan-400 


Volume XX, Number 6 GP 
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JUST ONE CAPSULE 


Meprospan-400 


MILTOWN’ continuous release capsules 


HIGHER POTENCY 
FOR GREATER CONVENIENCE 


e relieves both mental and muscular 
tension without causing depression 


e does not affect autonomic function 


e does not impair mental efficiency, 
motor control, or normal behavior 


Usual dosage: One capsule at breakfast, 

one capsule with evening meal 
Available: Meprospan-400, each blue 

capsule contains 400 mg. 
Miltown (meprobamate) 
Meprospan-200, each yellow 
capsule contains 200 mg. 
Miltown (meprobamate) 
Both potencies in bottles of 30. 


WALLACE LABORATORIES, New Brunswick, N. 7. 
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CME-8429 


‘Notes, 
: Eye, Ear, Nose & 
(4) Blakiston’s ey 


better than any other antibiotic, regard? 
isolated with increasing frequency trom the 
sponses of the body, cause a decreased 
amount of scarring’ and vascularization.”® 
or weatnent of patients with 
| @ortisone acetate, and 5,000 units polymyxin 
B sulfate per Gm.,:supplied in Ye-oz. tubes. 


INTRODUCING 


December 1959 


a new 


coronary vasodilator 
of 
unprecedented effectiveness 


for 


angina pectoris 
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rapid onset 
prolonged action 
consistent effect 
UNUSUal Safety 


lsorpit significantly reduces the number, duration, and severity of anginal at- 
tacks, often when other long-acting coronary vasodilators fail. Exercise tolerance 
is increased, pain decreased, and the requirements for nitroglycerin either drasti- 
cally curtailed or eliminated. 

lsorpit acts rapidly in comparison with other prophylactic agents, and patients 
usually experience benefits within 15 to 30 minutes. The effects of a single dose 
of Isorpit persist for 4 to 5 hours. Thus, for most patients, convenient q.i.d. 
administration is highly satisfactory. 

The only side effect observed has been transitory, easily controlled headache, 
normally considered an expression of effective pharmacodynamic activity.' The 
toxicity of Isorpit is extremely low, approximately 50 times the therapeutic dose 
being required to produce toxic symptoms. 


Sherber,2 summarizing his experience with lsorpiL, states it is ‘“‘the most 
effective medication for the treatment of coronary insufficiency available today."’ 
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Confirm Superiority Resting Control 2 Min. After Test 


Succeeds where others fail: a 


Among 48 patients? previously treated with other 
coronary vasodilators, chiefly pentaerythritol tetrani- 
trate, ISORDIL was demonstrably superior in 37, 
equivalentin 9, andinferiorin 2. Response of patients 
treated in all studies‘ was 85% good, 7% fair, and 
8% poor. 


Markedly reduces number of anginal attacks: 30 Min. after 


Albert’ found that of 29 patients receiving ISORDIL, ISORDIL 
25 responded well, 1 moderately well, and 1 not at 
all. Effectiveness could not be judged in 2 patients. 
For those who responded well, the frequency of 
anginal attacks was quickly reduced from a daily 
average of 5 to 1.2. Continued use of ISORDIL fur- 
ther reduced the frequency of attacks. 4 Hrs. after 


ISORDIL 


Increases tolerance to exercise and stress: 


Electrocardiographic response following the Master 
two-step test has clearly established a more favor- 
able balance between oxygen supply and demand to 
the myocardium with ISORDIL therapy. Eight of 10 
patients administered ISORDILin studies by Russek® 
showed considerably less abnormality in the post- 
exercise electrocardiogram than before treatment. 


Rapid onset and prolonged action a function of 
solubility and metabolism: 


Pharmacologic studies indicate that the rapid onset 
and prolonged action shown by ISORDIL are related 
to its high solubility and low rate of metabolism.’ 
Incubation with liver slices suggest rapid absorption 
and delayed inactivation by the liver. 


unprecedented effectiveness 
in angina pectoris 


orbide Dinitrate, lves-Cameron 
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e NEW—for more effective control of angina pectoris 


e Reduces number, duration, and severity of anginal attacks 


“Isordil is a new and effective agent for 
therapy of angina pectoris.''—Russek® 


Composition: Each white, scored tablet of ISORDIL (Isosorbide Dinitrate) contains 10 mg. of 
1,4,3,6-dianhydro-sorbitol-2,5-dinitrate. 


Action: Following oral administration of ISORDIL, the effects of coronary vasodilatation are 
apparent within 15 to 30 minutes and persist for 4 to 5 hours. 


indications: ISORDIL is indicated for the therapeutic and prophylactic management of angina 
pectoris and coronary insufficiency. It is often useful in patients only partially responsive to 
other long-acting coronary vasodilators. 


Dosage: ISORDIL is administered orally. Average dose is one tablet(10 mg.)taken one half hour 
before meals and at bedtime. Individualization of dosage may be necessary for optimum 
therapeutic effect; dosage may vary from 5 mg. to 20 mg. q.i.d. 


Side Effects: Side effects are few, infrequent, and mild. Transitory headache, common toeffec- 
tive nitrate or nitrite therapy, has occurred. This usually responds to administration of acetyl- 
salicylic acid, and disappears with continued therapy. When headache is persistent, reduction 
in dosage may be required. 


Caution: ISORDIL should be given with caution in patients with glaucoma. 
Supplied: Bottles of 100. 


References: 1. Riseman, J.E.F., et al.: Circulation 17:22-39 (Jan.) 1958. 2. Sherber, D.A.: 
Personal Communication (Oct., 1959). 3. Case Reports on File, lves-Cameron Company 
(1958-1959). 4. Summary of Case Reports on File, lves-Cameron Company (1958-1959). 5. 
Albert, A.: Personal Communication (Oct., 1959). 6. Russek, H.I.: Personal Communication 
(Oct., 1959). 7. Harris, E., et al.: Personal Communication (Oct., 1959). 


ISORDIL 


IVES-CAMERON COMPANY « New York 16, New York. 
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first in preference for relief from cough 


quiets the cough and calms the patient 


Expectorant Sedative 
Antihistaminic Topical anesthetic 


PHENERGAN’ 
EXPECTORANT 


Promethazine Expectorant, Wyeth : ® 
with Codeine Plain (without Codeine) Philadelphia 1, Pa. 


NEW NON-NARCOTIC FORMULA 


Pediatric PHENERGAN EXPECTORANT 
with Dextromethorphan, Wyeth 
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wider latitude in adjusting dosage 


ARISTOGESIC is particularly effective for relief of 
chronic — but less severe — pain of rheumatic origin. 
ARISTOGESIC combines the anti-inflammatory effects 
of ARISTOCORT® Triamcinolone with the analgesic 
action of salicylamide, a highly potent salicylate. 
Dosage requirements for ARISTOGESIC are substan- 
tially lower than generally required for each agent 
alone. The exceptionally wide latitude of dosage adjust- 
ment with ARISTOGESIC permits well-tolerated therapy 
for long periods of time with fewer side effects. 

Indications: Mild cases of rheumatoid arthritis, tenosynovitis, 


synovitis, bursitis, mild spondylitis, myositis, fibrositis, neu- 
ritis, and certain muscular strains. 


Dosage: Average initial dosage: 2 capsules 3 or 4 times daily. 
Maintenance dosage to be adjusted according to response. 


Precautions: All precautions and contraindications traditional 
to corticosteroid therapy should be observed. The amount of 
drug used should be carefully adjusted to the lowest dosage 
which will suppress symptoms. Discontinuance of therapy must 
be carried out gradually after patients have been on steroids 
for prolonged periods. 


Each ARISTOGESIC Capsule contains: 


ARISTOCORT® Triamcinolone 0.5 mg. 
Salicylamide 325 mg. 
Dried Aluminum Hydroxide Gel 75 mg. 
Ascorbic Acid 20 mg. 


Supply: Bottles of 100 and 1,000. 


EDERLE LABORATORIES, A Division of AMERICAN CYANAMID COMPANY, Pearl River, New York 
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Infant formula 
nearest to mother’s milk! 
in nutritional breadth and balance 


In a well controlled institutional study’, using the Latin 
Square technict for the first time in infant nutritional 
research, Enfamil was compared with three widely used 
infant formula products. 


This formula produced: 


weight gains greater than average 
stool firmness between firm and soft ... and 
lower stool frequency. 


NEAREST ... to mother’s milk in its pattern of pro- 
tein, fat and carbohydrate by caloric distribution 


NEAREST ... to mother’s milk in its pattern of vita- 
mins and minerals (except for more vitamin D in ac- 
cordance with NRC recommendations) 


NEAREST ... to mother’s milk in its fat composition 
(no butterfat; no sour regurgitation) 


NEAREST .. . to mother’s milk in its ratio of saturated 
to unsaturated fatty acids 


NEAREST ... to mother’s milk in its low renal solute 
load 


ENFAMIL LIQUID—cans of 13 fluid ounces. 
1 part Enfamil Liquid to 1 part water for 20 cal. per fl. oz. 


ENFAMIL POWDER—cans of 1 lb., with measure. 
1 packed level measure of Enfamil Powder to 2 ounces of water 
for 20 cal. per fi. oz. 


*The Latin Square technic, used for the first time in infant nutri- 
tional research to evaluate Enfamil, is a change-over method for 
intensive, controlled clinical testing which was applied to infants 
during their critical first 8 weeks of life. It is an efficient way of 
neutralizing the multiple variables in nutritional research. 


1. Macy, I. G.; Kelly, H. J., and Sloan, R. E., with the Consultation of 
the Committee on Maternal and Child Feeding of the Food and Nutrition 
Board, National Research Council: The Composition of Milks. National 
Academy of Sci , National R: ch Council, Publication 254, Re- 
vised 1958. 2. Research Laboratories, Mead Johnson & Company. 


MEAD JOHNSON & COMPANY, EVANSVILLE 21, INDIANA “Trade Mark 
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Symbol of service in medicine 
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te A SUBSCRIPTION to GP makes an appropriate gift 


to student, intern or colleague. It keeps coming 
all year as a reminder of your friendship. 
Youngsters particularly enjoy the freshness 
of GP’s approach to medical journalism . . . color, 
summaries, subheads, pictures. They benefit 
from the practicality of its scientific section. 

As soon as your instructions arrive, announcement 
of your gift goes to recipients. Use the coupon 
to order. You need not send any money now. 


The price is five dollars a year (12 issues) 
for students, interns, residents and libraries; 
ten dollars for practicing physicians. 


ee personalized folder announces your gift! 


Mark and mail your order today! 


GP Volker Boulevard at Brookside 
Kansas City 12, Missouri 


Enter a one-year subscription to GP and send a gift announcement to: 


(Please print or type) 
Recipient’s name. 


(Check one) Student, intern, resident or library, $5 [] 
Practicing physician, $10 


Recipient’s address 


City, zone, state. 


(Check one) Bill me [] Payment enclosed [] 


Donor’s name. 


Address. 


City, zone, state = 
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HELENA RUBINSTEIN, we 


EAST HILLS « LONG ISLAND + NEW YORK 


CLINICAL RESEARCH DIVISION 


= 


Dear Doctor: 


Patients frequently ask a professional man his 
considered opinion of hormone face creams. 


During the thirty-year period our hormone creams 

have been on the market, much laboratory and clinical 
; data have been accumulated concerning their use. 

We have recently compiled both previously published 

and hitherto unpublished research reports, and we have 

prepared a professional brochure from this material. 


The brochure is especially timely now, and of 
: particular interest to you since many of your patients 
will surely be inquiring about a new kind of hormone 
cream, Helena Rubinstein's Ultra Feminine,® the first 
cream with estrogen and progesterone. While 
estrogen creams have been available for years, only 
Ultra Feminine contains both female hormones -- 
estrogen to improve the moisture-holding capacity 
™ of skin cells and progesterone to improve sebaceous 
gland function. 


We would like you to have our brochure "Effect of 
Topical Female Hormones on the Skin." It contains a 
wealth of information on the safety and effectiveness 
of our new hormone cream and is available upon request. 


Sincerely yours, a 
Edward J. Masters, Ph.D. 


Director 
Clinical Research Division 
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because many diseases involve emotional and physical stress... 


arthritic and rheumatic 
disorders 


DECADRON® dexamethasone with Meprobamate 


treats more 
the patient 
more effectively 
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DECABAMATE links the action of DECADRON®, 


the most potent and effective of the anti-inflammatory 
steroids, with the most widely accepted 

and well tolerated of the muscle-relaxant 
tranquilizers, meprobamate . . . 

By treating more of the patient more effectively, 
DECABAMATE can make the difference 

between disability and employability in many 
rheumatic and arthritic conditions. 


Dosage Range: One or two tablets t.i.d. or q.i.d. 
Supplied: As scored yellow tablets providing 0.25 mg. 
DECADRON plus 200 mg. meprobamate; bottles of 100, 


Additional information on DECABAMATE is available to the 
physician on request. 


t Rheumatoid arthritis, including palindromic rheumatism, 
rheumatoid spondylitis, Still’s disease, and psoriatic arthritis. 
Acute, painful inflammatory musculoskeletal conditions 

(i.e., bursitis, synovitis, and tenosynovitis). 


* DECABAMATE and DECADRON 
are trademarks of Merck & Co., INC. 


MERCK SHARP & DOHME 
Division of Merck & Co., Inc., Philadelphia 1, Pa. 
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NOW AVAILABLE FROM BRISTOL LABORATORIES 


a new’ 
improved 
broad-spectrum antibiotic 
for parenteral administration 


N—(PYRROLIDINOMETHYL) TETRACYCLINE 
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SYNTETRIN — a new synthetic derivative of tetracycline — has these attributes 
of significant value in therapy: 


effective antibacterial activity is sustained — even at its lowest blood levels — 
throughout therapy 


® total antibiotic activity of SYNTETRIN I.M. more than twice that with tetra- 
cycline phosphate complex 1.M. over a 24-hour period 


¢ highly soluble over the entire physiological pH range (2,500 times more soluble 
than tetracycline) resulting in more efficient absorption from intramuscular 
sites than other tetracycline 1.m. preparations 


An important advantage of SYNTETRIN is that the lowest blood levels reached 
before ensuing daily injections are either maintained or increased. This means 
that antibiotic levels will not drop below those required to inhibit certain patho- 
gens during the course of therapy. Successive blood level peaks generally rise after 
repeated injections. 


Parenteral SYNTETRIN is recommended for initial therapy in infections 
caused by tetracycline-sensitive organisms in: 


1.Patients who require frequent force-feeding or special diets based on milk, 
which interfere with antibiotic absorption. 


2. Patients with diseases causing absorption difficulties. 


3. Patients unable to take anything by ruouth. 
1. Gottstein, W. J.; Minor, W. F., and Cheney, L. C.: J. Am. Chem. Soc. 81:1198, 1959. 


for intramuscular injection 


SYNTETRIN 


N—(PYRROLIDINOMETHYL) TETRACYCLINE WITH XYLOCAINE®* FOR INTRAMUSCULAR USE 


Supplied in dry-fill single dose vials: 


SYNTETRIN 1.M. ‘350° contains: SYNTETRIN 1.M. ‘150" contains: 


*Xylocaine is the registered trademark of Astra’Pharmaceutical Products, Inc. for lidocaine. 


for intravenous infusion 


SYNTETRIN 


N—(PYRROLIDINOMETHYL) TETRACYCLINE FOR INTRAVENOUS INFUSION 


Supplied in dry-fill vials, each containing: SYNTETRIN 
Ascorbic Acid 


Detailed information on indications, dosage and precautions is contained in package 
insert; or, write to Medical Director, Bristol Laboratories Inc., New York, New York. 
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Bronchodilator action of oral 
ELIXOPHYLLIN' 


As shown by clinical observations : 


Acute asthmatic attacks were termi- 
nated in 10 to 30 minutes after a 
single oral dose in 91 of 107 patients 
(85 %).12.3,.4 


Spirometric studies in acetylcholine- 
induced asthma showed oral Elixo- 
phyllin equivalent in therapeutic ef- 
fects to intravenous aminophylline 
(500 mg.) and comparable both pro- 
phylactically and therapeutically to 


Chronic asthmatic symptoms were 
also well controlled and frequency of 
attacks markedly reduced in most pa- 
tients by dosage every 8 hours.1,3.4 


As shown by pulmonary function tests: 


subcutaneous epinephrine.® 

Further pulmonary function studies 
after doses of 60 or 75 cc. Elixo- 
phyllin demonstrated increases in 
vital capacity and maximum breath- 
ing capacity as shown below: 


Vital capacity increase of 30.6% in 30 
minutes—average of 69 patients.1,5 


Maximum breathing capacity increase of 
25.7% in 30 minutes—average of 
49 patients.5,¢ 


15min. 30 min. 


Improved cough efficiency as shown in a patient with bronchial asthma 
following Elixophyllin dosage of 75 cc.:7 


Peak 
flow rate 
(lit./sec.) 


Before After 30 min. 
2.24 2.93 


Volume exhaled (liters) increased from 0.076 to 0.391 after 30 minutes, 

and to 0.805 after 60 minutes. 
In a series of 25 patients receiving a single dose of 60 or 75 cc. Elixophyllin, 
the efficiency of the cough response was markedly enhanced, with a mean 


increase of 33% in rate of air flow and over 100% in the volume of air expelled 
on maximal cough. 


For the bronchospasm of acute and chronic asthma, 
em phys eid, al 1d br ONC h 1 Elixophyllin provides prompt, sustained relief 


without undesirable effects of other medications such as: sympathomimetic 
stimulation, barbiturate depression, or suppression of adrenal function. This 
oral theophylline therapy is virtually free from gastric side effects. ° 
DOSAGE: For acute attacks, a single dose 


of 75 cc. for adults, or 0.5 cc. per Ib. body 
weight for children. 


After 60 min. 
3.20 


fore retiring) in amounts as follows: for 
adults—45 cc. doses first two days, gradu- 
ally reduce to 30 cc. doses; for children— 
doses of 0.3 cc. per lb. body weight for first 
two days, gradually reduce to 0.2 cc. per Ib. 
body wei 


Each tablespoonful (15 cc.) contains: theophylline 80 mg. (equivalent to 100 mg. 
aminophylline) in a special hydroalcoholic vehicle assuring rapid, dependable 
absorption (alcohol 20% ). 


1 Spielman, D.: Ann. Atery 15:270, pn. 2. Schluger, 
J. et al.: Am. J. t- 34: +” 1987. 3. Kessler, F.: 
Connecticut St. M. J. 21: 205, Greenbaum, eS 
fan. 16: "1958. 5. Frank, E.: Antibiotic 

. 6:338, 1959. 6, MacLaren, W . R.: To be published. 
Bick erman, H A. : Sci. A.M.A, Conven- 


For chronic symptoms, doses at 8-hour in- 
tervals (before breakfast, at 3 P.M., and be- 


herman Laboratories 


» June 1 Detroit 11, Michigan 
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Does more than curb appetite... 


also relieves the tensions of dieting 


= 


DEXTRO-AMPHETAMINE + MILTOWN® 


Helps you keep your patient 
on your diet 


AN EXTENSIVE SURVEY shows that in 68% of over- 
weight persons there is an emotional basis for failure 
to limit food intake.' Appetrol has been formulated 
to help you overcome this problem and to keep your 
overweight patient on your diet. 


THIS NEW ANORECTIC does more than give you dex- 
tro-amphetamine to curb your patient’s appetite. It 
also gives you Miltown to relieve the tensions of 
dieting which undermine her will power. 


IN PRESCRIBING APPETROL, you will find that your 
patient is relaxed and more easily managed so that 
she will stay on the diet you prescribe. 

Usual dosage: 1 or 2 tablets one-half to 1 hour before meals. 


Each tablet contains: 5 mg. dextro-amphetamine sulfate and 400 
mg. Miltown (meprobamate, Wallace). 


Available: Bottles of 50 pink, uncoated tablets. 


1. Kotkov, B.: Grou ychother with the obese. P. read be- 
fore The Academy ochecomaiie Medicine, October 1958. 


(ij WALLACE LABORATORIES, New Brunswick, N. J. — 
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in most cases... 
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Now, with Compocillin-VK, patients get blood 
TN HIGHER as fast and as high as with intramuscular 
procaine penicillin. And in most cases, you’ll find 
clinical results are every bit as good as with the 
1) injectable. g Compocillin-VK may be used when- 
ever oral penicillin therapy is indicated. Dosage 
range is from 125 mg. (200,000 units) three times 
Ill AN ANY OTHER daily to 250 mg. (400,000 units) every four hours. 
Children’s dosage is determined by body weight 


g@ Compocillin-VK Filmtabs 125 mg. (200,000 
units), bottles of 50 and 100; 250 mg. (400,000 
units), bottles of 25 and 100. Compocillin-VK 


Granules for Oral Solution come in 40-cc. and 


80-cc. bottles. When reconstituted, each 
® 5-cc. teaspoonful represents 125 mg. =) 
@ (200, 000 units) of potassium penicillin V. 


Potassium Penicillin V in tiny, 


easy-to-swallow 
Filmtabs® 
in tasty, 
cherry-flavored 
Oral Solution 


®Filmtab—Pat. applied for. 
U.S. Pat. No. 2,881,085. 
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Y | ARTHRITIS 


TRAUMATIC ARTHRITIS 
ACUTE GOUTY ARTHRITIS 
STRAINS AND SPRAINS 


to immediate corticosteroid benefits BURSITIS 


INJECTION 


ir on PHOSPHATE 


DEXAMETHASONE 21-PHOSPHATE 


e ready for use immediately 


e effective immediately 


mg. for mg. the most active steroid in true solution 


® in joints or soft tissue—direct action at the site  D0SAGE AND AominisTRaTION: Injection DECADRON Phos- 
of inflammation phate is ready for immediate use intramuscularly 
* systemically—rapid relief and prolonged effect Dosage varies 
—complete solubility affords quick diffusion of ee ee 


the thera peutic done and severity of the condition. 

* needs no reconstitution . . . no refrigeration note: Do not inject into intervertebral joints. 

* potency up to 40 times that of hydrocortisone _suppuen: 5 cc. vials with 4 mg. dexamethasone 21- 
* passes easily through small-bore needles phosphate as the disodium salt per cc. _ 


Injection DECADRON Phosphate can also be used in other joint 


‘ Literature on Injection DECADRON is available at 
diseases or soft-tissue conditions such as osteoarthritis, osteo- 


your request. 


chondritis, ‘trigger’ points (localized painful areas in muscles), . 
tendinitis, whiplash injuries (acute), and muscle trauma.  DECADRON is a trademark of Merck & Co., Inc. 

Caution: Steroids should not be given in the presence of 

tuberculosis, chronic nephritis, acute psychosis, peptic ulcer, or MERCK SHARP & DOHME 
ocular herpes simplex. ‘ Division of Merck & Co., Inc., Philadelphia 1, Pa. 


‘ 
aR 
| 
4 : 
| ‘ 


in oral penicillin therapy 


the speed action you want 
the reliability you need 


In recent studies involving 107 subjects, effective penicillin 
blood levels were consistently produced within 15 minutes after 
administration of oral potassium penicillin V. Peak levels were 
obtained within a half-hour. Even after two hours, effective 
penicillin blood levels still persisted in every subject. At four 
hours, demonstrable blood levels existed in 93 per cent of 
subjects.!* 


PEN-VEE K may be prescribed for 
all infections responsive to oral penicillin 
... and even many usually treated with parenteral penicillin 


SERUM CONCENTRATIONS—ORAL AND PARENTERAL PENICILLIN 


| 


9 Potassium penicillin V, 250 mg. (400,000 units) 
—one tablet. Average of 40 fasting subjects. 2 


Procaine penicillin G (600,000 units)—one 
injection. Average of 10 subjects.? 


Penicillin Units 
per Milliliter Serum 


0 % % 1 2 3 4 


Hours after Administration 


1. Peck, F.B., Jr., and Griffith, R.S.: Antibiotics Annual 1957-1958, Medical Encyclopedia, Inc., p. 1004. 2. Wright, W.W., 
and Welch, H.: Antibiotic Med. 5:139 (Feb.) 1958. 3. White, A.C., et al.: Antibiotics Annual 1955-1956, Medical Encyclo- 
pedia, Inc., p. 490. 
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The antibiotic that is prescribed most often for common bacterial 
infections . . . 


penicillin 
In a form that produces high penicillin blood levels rapidly and 
reliably ... 


potassium penicillin V 


In two dosage strengths and preparations to assure ee 
by patients... 


Liquid: Penicillin V Potassium for Oral Solution; Tablets: Penicillin V Potassium, Wyeth 


flexibility of dosage form and high potency assure 
acceptability of full therapeutic dosage 


SUPPLIED: Liquid: raspberry-flavored, 125 mg. (200,000 
units) per 5-cc. teaspoonful; peach-flavored, 250 mg. (400,000 
units) per 5-cc. teaspoonful. Supplied as vials of powder to 
make 40 cc. Tablets: 125 mg. (200,000 units) and 250 mg. 
iD (400,000 units) in vials of 36. 


L! TABLETS 


Wyeth 


® 
Philadelphia 1, Pa. 
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Nursing homes are overcrowded with 

elderly patients suffering from cerebral 

arteriosclerosis. In many cases, “strokes” resulting from cerebral 
hemorrhage or thrombosis are disabling complications. 


In this field of neurology and psychiatry, excellent results are ob- 
tained with Iodo-Niacin Tablets (potassium iodide 135 mg. and 
niacinamide hydroiodide 25 mg.). lodo-Niacin permits long con- 
tinued use of iodide medication without iodism. 


Feinblatt, Feinblatt and Ferguson' treated 59 elderly patients suffer- 
ing from arteriosclerosis with Iodo-Niacin Tablets for over a year. 
Dizziness was relieved in 71% of cases, vague abdominal distress in 
87%, chronic headaches in 61%, and disorientation in 50%. There 
was not a single case of iodism in this series. 


The recommended dosage is 2 tablets three times daily, 
to be continued as long as needed. Iodo-Niacin is 
supplied in bottles of 100 tablets, slosol-coated pink, 
also in ampuls. \Feinblatt, T. M., Feinblatt, H. M. and 


Ferguson, E. A., Am. J. Digest. Dis. 
22:5, 1955. 


*U.S. PATENT PENDING 


CHEMICAL COMPANY 


3721-27 Laclede Ave., St. Louis 8, Mo. 


Cole Chemical Company = 
3721-27 Laclede Ave., St: Louis 8, Mo. 


Gentlemen: Please send me professional literature and samples of 10D0-NIACIN. 


! 
L 
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THE COUGH THAT DIDN'T ROCK THE BOAT 
: HIS PHYSICIAN PRESCRIBED 


BENYLIN 


EXPECTORANT 


BENYLIN EXPECTORANT contains in 

each fluidounce: 

Benadryl® hydrochloride (diphen- 
hydramine hydrochloride, 
Parke-Davis) 80 mg. 
Ammonium chloride . . ... 12 gr. 
supplied: BENYLIN EXPECTORANT is 
available in 16-ounce and 1-gallon 


bottles. 


PARKE, DAVIS & COMPANY ° 

DETROIT 32, MICHIGAN 


oe 
es 


you 
control 


cposg00099 


BEN \ than 

high 
blood pressure 

with 


Combination Tablets 
POTENTIATED ANTIHYPERTENSIVE 


Serpasil-Esidrix not only lowers blood pressure, it controls complications 
of hypertension, too. For example, it rapidly eliminates excess fluid in 
decompensated patients with edema. And, through its heart-slowing and 
calming actions, Serpasil-Esidrix also relieves the tachycardia and ensiety that so often 
accompany hypertension. Equally important: Esidrix combined with Serpasil frequently 
reduces pressure to lower levels than single-drug therapy. Potentiated antihypertensive 
effect —single-tablet convenience. supPLIED: Tablets (light orange, scored), each containing 
0.1 mg. Serpasil and 25 mg. Esidrix. sexeasi®-steix® (reserpine and hydrochlorothiazide c1Ba) 


SUMMIT- NEW JERSEY 


Volume Xx, Number 6 GP G 


| 
ig { | 
of 
BRS 
fj 
| 
‘ ASS 
Pal 
\ 
; 
At 
m 
is / more 
p 
Hy 
, 
al 
i 
438 


WHENE THERAPY INDICATED | 


sedative / antihistamine / expectorant 


relieves cough and associated symptoms 

in 15-20.minutes » effective for 6 hours or longer 

= @ promotes expectoration « rarely constipates 
agreeably cherry-flavored 


teaspoonful (5 cc.) of Hycomine? contains: 
Hycodan® 


Dihydrocadeinone Bitertrate . 5 mg. : 

(Warning: May Se habit-forming) 6.5 me 

Homatropires Methyibromide 1.5 mg. 


Phenylephrine Hydrochlorids 10: 


Sodium Citrate 


Supplied: As a pleasant-to-take syrup. Me 


the) forming. Federal law permits ora! prescrip 


ENDO LABORATORIES Richmond 


December 1959 
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NOW MORE EFFECTIVE 
THAN EVER WITH THE * 
NASAL DECONGESTANT 
a 
Pa GP | 3. New York 


MOVING? 


WHEN YOU CHANGE your address, be sure to notify GP 
Circulation, preferably one month in advance. That way, 
you'll get every issue on time. Simply fill in the form be- 


low, clip, and mail in envelope to GP Circulation. 


MUNPS 
VACCINE 


Specific immunizing antigen (chick embryo origin) 
active against various isolated virus stains. Effectively 
prevents or modifies mumps in children and adults. 


Qeerte) LEDERLE LABORATORIES, A Division of 
AMERICAN CYANAMID CO., Pearl River, N.Y. 


CHANGE OF ADDRESS FORM 


GP Circulation 
AMERICAN ACADEMY OF GENERAL PRACTICE 
Volker Boul d at Brookside, Kansas City 12, Missouri 


AAGP Member Nen-Member 
(Be sure to check proper classification above, for prompter 
location of your old addressograph plate.) 


MY NAME: 
M.D. 
(Please print plainly) 
MY OLD ADDRESS: 
Street 
Clty. Zone__ State 


MY NEW ADDRESS: 


Street, 
City. Zene__ State 


150,000 PHYSICIANS 
THE WORLD OVER DEPEND ON 
~ THE INTEGRITY BEHIND THIS NAME 


BIRTCHER 


CARDIOGRAPH =CARDIOSCOPE 


ULTRASONICS DIATHERMY 


UNITS 
TROMUSCLE STI 
“THE VIBRABATH 
d 


FAMOUS. HYFRECATOR 


Los Angeles 32, California 
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GENERAL PRACTITIONERS and specialists alike endorse thecon- 
sultation form designed by members of the San Diego, California 
Chapter of the AAGP. The form, printed on 8-1/2” by 11” 


sheets, is to be filled out and sent to the consultant at the time 


the patient is initially referred. 


Part of the chart provides your consultant with a concise rec- 
ord of the case. The rest gives you space to suggest disposition 
of the case and to outline your own future role. 


You can obtain a supply of the con- 
sultation forms at cost—$1 per pad 
of 100 forms—from the headquarters 
office: American Academy of Gen- 
eral Practice, Volker Boulevard at 
Brookside, Kansas City 12, Missouri. 


number 
please 


City postal zone number, that 
is. Be sure to include it in any 
correspondence regarding GP 
subscriptions. It helps us fill 
your order, follow your in- 
struction or answer your query. 


GP Circulation 
Volker Boulevard at Brookside 
Kansas City 12, Missouri 


Congress of Motor Hotels 


TRAVEL GUIDE 


by BILL ROAMER 


at —ST. PETERSBURG, FLA. 


No, the DOCTORS MOTEL is not a clinic, or a 
resort for doctors only although doctors are cer- 
tainly welcome. It was named so you’d remember 
it. But I don’t need the name to help me remember 
the gorgeous view, the elegant 
accommodations, the pool, the 
yacht basin—everything for 
FUN. Right on the Gulf. 


DOCTORS MOTEL 
ST. PETERSBURG, FLA. 
Credit cards honored 


FREE! Write to this motel for 
your free copy of the 1959 edition 
of Congress TRAVEL GUIDE. 
Lists over 700 fine motels 
COAST-TO-COAST 
INSPECTED and APPROVED 
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OFFICIAL RECOGNITION PIN 
For lapel wear. 5% diameter. 


OFFICIAL CUFF LINKS 
Sturdy positive-action hinge links. 


OFFICIAL TIE CHAIN 


Gold Sterling 
filled sitver 
$ 9.50 $ 6.00 $ 4.50 
14.50 9.00 
24.00 11.00 9.00 
29.00 13.00 12.00 
20.00 11.00 10.00 
26.00 11.00 10.00 
Ronson lighter 12.75 
*All sol jewelry is 14 karat 
34.00 the tie chain, tie pin 
24.00 money clip, which are 1@ karat. 
skey 37.00 prices 10% fed. excise tax. 


HAHNEMANN MEDICAL COLLEGE AND HOSPITAL 
of Philadelphia 


presents 


A MAJOR SYMPOSIUM 


ON 


EDEMA 


by more than eighty 


internationally known authorities 


DECEMBER 7-11, 1959 


Reservations and further information may 
be obtained by writing to Dr. Morton Fuchs, 
Symposium on Edema, Hahnemann Medical 
College, 235 North Fifteenth St., Phila. 2, Pa. 


Approved for 40 hours credit in category 1, AAGP Credit 


HAVE YOUR PATIENTS EXPERIENCED 
_ THE ADVANTAGES OF ANTIPYRINE... 


Side effects are generally absent with 
FELSOL .. . antipyrine causes no 
harmful effects to normal persons. 


e 

ve FELSOL is effective as an anti- 
‘ asthmatic, analgesic, and antipyretic 
ne — elevating threshold in cases where 
prompt and enduring antipain or 
antifever action is required. 


FORMULA 
Each Each 

Powder _— Tablet 
Antipyrine. ..870 mg 435 mg 
lodopyrine... 30mg 15mg 
Citrated Caffeine.............100 mg 50mg 
Try this safe and effective preparation for symp- 
tomatic treatment. Write for free professional 
samples and literature. 


AMERICAN FELSOL CO., BOX 395, LORAIN, 0. 
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OFFICIAL JEWELRY 
a ALL OFFICIAL JEWELRY bears the seal of the American 
— Academy of General Practice. The seal is handsomely ee 
i i crafted of blue and white enamel and gold or silver (to 
ae match the jewelry metal you choose). The jewelry itself 
a is the finest available. Any piece makes a distinctive 
ia personal gift or professional award. 
i 
Cott nk 
Ring (leaf shank dé 
a Ring (small seal) 
f _ or letterhead. Send the list with your check for_ 
a ae the total amount to: American Academy of od 
eral Practice, Volker Boulevard ai Brookside, Ka 
‘sas City 12, Missouri. Write for illustrations of 
the various’’styles of rings. When you order a 
a ring, a size chart will be sent immediately upo: 
ee receipt of your order. C.O.D. orders carry a few 
ate cents additional postage. Allow two weeks for de- 


P 
"MYOGESIC | 
muscle : 
relaxant analgesic 


If she needs nutritional support... she deserves 


Vitamin-Mineral Supplement Lederie 
CAPSULES—14 VITAMINS—11 MINERALS 


LEDERLE LABORATORIES, a Division of AMERICAN CYANAMID COMPANY z=) 
Pearl River, New York 


NOUNCING ZEASES MUSCLE 
CHERING'S SPASM & PAIN IN. 


SPRAINS, STRAINS, 
LOW BACK PAINS. 


NEW 
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CARISOPRODOL 
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HISTORIC GARDEN HOTEL 


For something different stay at 
historic Mission Inn, 4 hour from 
Disneyland. See famous art treas- 
ilia & St. Francis Chapels. Enjoy the 
G reater comfo free golf, parking 
VAM, ide any ine in beautiful restaurants including the 
hoids and fbalous Air-conditioned 
Tter perin rh 1ap arm, sunny, desert climate. Rooms 
at g el Ineor p from $11.00 double—Family Pian Rates, 
Write for colorful brochure. 


when your standing orders specify... 


TUCKS Riverside, Calif. 


Soft ready-to-use cotton flannel pads 
saturated with witch hazel (50%) and <a 
glycerine (10%), pH about 4.6. MODERNIZE YOUR “OFFICE 


As a dressing ... TUCKS cools and smooths ai at CTEE | NE 


traumatized tissue ... without occlusive ve- 

hicles or “—caine” type anesthetics. as 3 
In the hospital, Tucks can be kept by the -— ih. [ 
bedside for frequent, easy changing by the a te 
patient or nurse. 

As awipe... TUCKS takes the trauma out of 

cleansing tender tissue and encourages more 

thorough hygiene. 

TUCKS may also be sent home with patient 

for continuation of care. 


jars of 40 and 100. 


PHARMACEUTICAL COMPAN’ 
MINNEAPOLIS 16. MINNESOT) 
« Equipment selection for your treatment room is easy 


when you chocse STEELINE. Every piece is designed to 
make the day’s work easier, faster and more pleasant. 


For complete specifications consult your new Aloe 
General Catalog. Your Aloe representative will be 
glad to assist you in every way. Dept. 110 


a. s. aloe company | 


1831 OLIVE STREET * ST. LOUIS 3, MO. | coast fo coast 
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Vitamin-Mineral Supplement Lederie 


CAPSULES—14 VITAMINS—11 MINERALS 


_ LEDERLE LABORATORIES, a Division of 
AMERICAN CYANAMID COMPANY, Pearl River, New York 


PROTECT Little Braves Scalps | 


Crapor is an antibacterial penetrating emulsion with Diaparene® Chloride 
(methylbenzethonium chloride) in an oxycholesterin absorption base of liquid 
petrolatum and lanolin. The absence of keratolytic agents renders it safe to use 
for the prevention and treatment of cradle cap.* 


sPasechef H.D. and Maffia, A.J., “A New Treatment for Cradle Cap”, N.Y. State Med., 57:265-267, Jan. 


HOMEMAKERS PRODUCTS DIVISION 
George A. Breon & Company, 1450 Broadway, New York 18, N.Y. 
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With the advances and new technics 
in electronics as applied to medicine, 
efficient and practical equipment is 
now available for general office use— 


Dual-Speed ELECTROCARDIO- 

GRAPH — Lightweight, portable, accu- 

rate, simple to operate. 25mm.- or 
50 mm.-per-second speeds. 


[2]UT-400 PULSED ULTRASONIC UNIT — 
Continuous or pulsed energy. Compact, 
portable, six sq. cm. radiating area. 


[3] MS-300 MUSCLE STIMULATOR — Ideal 
for stimulation of innervated muscle 
tissue. Can be used in combination 

_ with the UT-400, as illustrated above. 


[4)MF-49 SHORT WAVE DIATHERMY — 
Versatile. Used with every type of dia- 
thermy electrode. 


Complete information | 
specifications and prices — on al 
Burdick electromedical apparatus is 
readily available from your local 
Burdick representative, or write di- 
rectly to The Burdick Corporation, 
Milton, Wisconsin. 


THE BURDICK CORPORATION 
MILTON, WISCONSIN 
Branch Offices: 
New York * Chicago * Atlanta * Los Angel 
Dealers in all principal cities 


PREFERRED 
KANSAS CITY wo. 


BUSINESSMEN, 
EXECUTIVES, 
FAMILIES 


During certain convention periods, all 
available Kansas City hotel rooms are 
frequently taken. 
You can be assured of comfortable ac. 
commodations in Kansas City, by writ- 
ing for your FREE “Preferred Guest 
Card” from the Bellerive Hotel, today. 
The Bellerive—preferred by the family, 
and business executives for convenience 
and courteous hospitality at sensible 
: rates—guarantees (with advance notice) 
AIR- anytime year to you, 
e preferred guest. or your “Pre. 
CONDITIONED ferred Guest Card”, today . . . at no 
Seno obligation. Free Radio & Television set 


Parking in every Room, Rates from ‘4 50 


BELLERIVE hotel 


214 East Armour at Warwick Boulevard 


IN CHICAGO IT’S THE HAMILTON HOTEL 
20 S. Dearborn Street 


for GERIATRIC CONSTIPATION 


Borcherdt’s 


MALT SOUP EXTRACT 


(MALTSUPEX) 
POWDER 


Vis gentle, safe, sure, dietary 


It’s available in two forms, liquid and 
powder, but most adults prefer the = 
tasting powder. It dissolves instantl 
milk, water or juices. It promotes aci Bes 
flora in the lower bowel which helps restore 
normal function. Long term treatment pro- 
duces no side effects. Diabetic patien:s should 
allow for 60 calories for each tablespoonful. 
Malt Soup Extract Powder is specially 
processed non-diastatic barley malt extract 
neutralized with potassium carbonate. 


Send for clinical samples 


Borcherdt Company 
217 N. Wolcott Ave., Chicago 12, Ill. 
In Canada: Chemo Drug Co. Ltd., Toronto, Ont. 
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GEVRAL 


Vitamin- Mineral Supplement Lederie 


CAPSULES—14 VITAMINS—11 MINERALS 


LEDERLE LABORATORIES, a Division of 
AMERICAN CYANAMID COMPANY, Pearl River, New York 


Help keep ‘Information Please’ Informing... 


any questions 


OcCASIONALLY you encounter a particularly thorny case... one that 


defies diagnosis or treatment. Next time one arises, send the data on it to 
GP’s medical editor. He passes it on to an authority in the proper field for 
consideration. Then the query and the probable solutions may appear 

in GP’s regular department, “Information Please.” 


Whether or not the case actually appears in print, your confidence is 
respected and your anonymity preserved. 


Send your question, marked ‘Information Please,” to: 


GP Editorial Department, Volker Boulevard at Brookside, 
Kansas City 12, Missouri. 
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In Scottsdale—the “West's Most Western Town"— 


, i 12 miles northeast of Phoenix in the Camelback 
*: Mountain resort area. 
100 luxury rooms and suites, all with private sun 
porch—many with kitchen facilities. Completely air: 
conditioned and heated— individually controlled. 


Dining Room and Cocktail Lounge overlooking beauti- 
fully landscaped Patio. Heated Swimming Pool. 3 
Golf Courses and horseback riding available—all 
sports. and activities nearby. 


Meeting room accommodating up to 200 persons. Can 
be sectioned off into smaller rooms for Committee 
Meetings, Conferences, etc. 


EUROPEAN PLAN — OPEN YEAR AROUND 


MOTEL Rates on Request 
SCOTTSDALE, 
ARIZONA 
ROBERT FOEHL 
GEN. MANAGER 


whenever 
gamma globulin 
is 
indicated 


specify GAMULIN* 


In Gamulin, the major antibody-contain- 
ing fraction of plasma is separated from 
other proteins by critically-controlled pro- 
cedures which result in a gamma globulin 
concentration twenty-five 
times that of normal human plasma or 
forty to fifty times that of whole blood. 


Specify Gamulin for measles prophylaxis 
and for any other condition in which gam- 
ma globulin is indicated: prevention or 
modification of infectious hepatitis and 
poliomyelitis, as well as therapy in condi- 
tions related to serum gamma globulin 
deficiency. 


Gamulinis supplied in 2cc. and10cc. vials. 
PITMAN-MOORE COMPANY 


a leader in biological research and one of 
the world’s major producers of biologicals 


*Trademark for Poliomyelitis Immune Globulin 
(P-M CO. Bio. 172) 
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GEVRAL 


Vitamin-Mineral Supplement Lederie 
CAPSULES—14 VITAMINS—11 MINERALS 
itie ; 500 U.S.P. Units 
3 f Vitamin Biz with AUTRINIC® 
-all intrinsic Factor Concentrate . . 1/15 U.S.P. Oral Unit 
Thiamine Mononitrate(B;)......... 5 mg. 
itamin E (as tocop! gestetes). . 
I-Lysine Monohydrochloride ........ 
Phosphorus (as 
Manganese (as Mn02)........... 
Magnesium (as MgO) ........... 
Potassium (as 


CYANAMID COMPANY, Pearl River, New York 


LEDERLE LABORATORIES, a Division of AMERICAN 


PATIENT-SELECTED LAXATIVES ? 
They May Complicate Treatment or Management 


TABLETS 


. PRU LET reflex acting laxative, does not interfere with any other condition 
which you, the physician, may have under treatment or management. 


e PRU LET Tablets are non-irritating. 


Ld PRU LET is not absorbed from the digestive tract and is completely recover- 


able in the feces. 


J PRU LET Tablets are small, odorless, 


tasteless, and easy for your 
patient to take. 


DOSE, ADULTS: One table! odjusted to individuo! patient response. 
Each tablet contoins 5 mgs. 


PH ARMACAL CO. 
Samples upon Request San Antonio 6, Texas . 
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Index to Products 


ANNOUNCEMENTS 
Symposium on Edema 


Bremil (Borden). . . .66, 340 
Enfamil (Mead Johnson )420 
Instant Milk 

(Carnation) 
Juice (Florida Citrus). ..290 
Meats for Babies (Swift)274 


Medalist (Mattern). . 
Mobile Viso (Sanborn). .254 
Omnibus (Birtcher). . . .440 
Ophthalmoscope 

(Welch Allyn) 
Patrician (General 


INSTITUTIONAL 


Mead Johnson & Co.... 
Merck Sharp & Dohme. 358 


PHARMACEUTICALS 


ABDEC (Parke, Davis).322 
Achrocidin (Lederle). . .246 
Acnomel (Smith 

Kline & French) 
Alcon-Efrin (Alcon). ... 
Altafur (Eaton) 
Anticonvulsants 

(Parke, Davis) 
Appetrol (Wallace) 
Aristocort (Lederle). ... 76 
Aristogesic (Lederle)... . 
Beminal (Ayerst) 
Benadryl (Parke, Davis) 4 
Benylin (Parke, Davis) . 437 
Bioflavonoids (Sunkist) . 372 
Biosynephrine 

(Winthrop) 
Biphetamine 

(Strasenburgh ) 
Bonine (Pfizer) 
Bradosol (Ciba) 
Butazolidin (Geigy). . 
Butiserpine (McNeil). . .216 


450 


PHARMACEUTICALS Cont. 
Cafergot (Sandoz) 
Codeine (Mallinckrodt) .229 
Combex (Parke, Davis). 53 
Compocillin (Abbott). . .430 
Cosa (Pfizer). ..24, 282, 408 
Cradol (Homemakers). .445 
Creamalin (Winthrop). .212 
Cremomycin (Merck 

Sharp & Dohme) 
Cyclospasmol 

(Ives-Cameron) 
Dartal (Searle) 
Decabamate (Merck 

Sharp & Dohme) 
Decadron (Merck Sharp 

& Dohme).42, 56, 342, 432 
Declomycin (Lederle) 


Deprol (Wallace) 
Desitin Baby Lotion 


Diabinese (Pfizer). . 
Diamox (Lederle) 
Diaphragm (Ortho)... .. 
Digitalis (Davies, 


Dorbane (SchenLabs). .294 
Ducobee (Breon) 

Durabolin (Organon)... 
Eldec (Parke, Davis). ..245 
Elixophyllin (Sherman). 428 
Empirin (Burroughs 


Equanil (Wyeth) 
Equanitrate (Wyeth)... 22 
Erythrocin (Abbott).58, 208 
Esidrix (Ciba) 

Felsol (American 


Filibon (Lederle) 
Flexin (McNeil) 63 
Fortespan (Smith Kline & 


Fostex (Westwood ) 
Furadantin (Eaton). . 
Gamulin (Pitman-Moore) 


Gelusil (Warner- 
Chileot 
Gevral (Lederle). . 443, 
445, 447, 449 
Harmony] (Abbott) 


Hedulin (Walker) 

Hormone Cream (Helena 
Rubinstein ) 

Hycomine (Endo) 

Hydeltrasol (Merck 
Sharp & Dohme). . 

Hydropres (Merck Sharp 


PHARMACEUTICALS Cont. 
Tlopan-Choline (Warren- 


Tlosone (Lilly) 
Imferon (Lakeside) 


Iodo-Niacin (Cole) 

Ionamin (Strasenburgh ).333 
Isordil (Ives-Cameron)..413 
Kantrex (Bristol) 

Kolantyl] (Merrell) 


Maalox (Rorer) 
Madribon (Roche) 
Madricidin (Roche). . . 
Malt Soup Extract 
(Borcherdt) 
Medrol (Upjohn). 
Mellaril (Sandoz) 
Meprospan (Wallace)... 
Metamine (Leeming). . .264 
Metrazol (Knoll) 
Milpath (Wallace) ..44, 448 
Milprem (Wallace) 
Miltown (Wallace). .227, 
opp. 316 
Miltrate (Wallace) 
Modane (Warren-Teed ) 


. 228, 308 


Moderil (Pfizer) 
Mudrane (Poythress). . .345 
Mumps Vaccine 


Myadec (Parke, Davis). 62 
Mycolog (Squibb) 
Naldecon (Bristol) 

Nardil (Warner-Chilcott) 


Niamid (Pfizer) 
Niatric (Ascher) 
Niondox (Nion) 
Novahistine (Pitman- 


Orinase 

Ortho Gynol (Ortho)-. 
Ostensin (Wyeth) 
Pabalate (Robins) 
Parafiex (McNeil) 
Parafon (McNeil) 
Pentraline (McNeil)... . 
Pen Vee (Wyeth) 
Peritrate (Warner- 


"288 


Permitil (White) 247 
Phenergan (Wyeth) 


Placidyl (Abbott)... opp. 398 


PHARMACEUTICALS Cont. 


Povan (Parke, Davis).. .3 
Pramilets (Abbott) 
Precalcin (Walker) 
Preludin (Geigy) 
Pronemia (Lederle) 
Prozine (Wyeth) 

Prulet (Mission) 
Ramses (Schmid) 
Raudixin (Squibb) 
Rautrax (Squibb) 
Rauwiloid (Riker)... ... 
Redisol (Merck Sharp & 


Rela (Schering).28, 230, 443 
RG Lecithin (Central 


Rynatan (Irwin, 
Neisler ) 
Saluron (Bristol)... . 
Serpasil /Esidrix (Ciba). .438 
Singoserp (Ciba)... .65, 356 
Soma (Wallace). . .opp. 319 
Sterazolidin (Geigy)... .296 
Suladyne (Stuart) 
Sumycin (Squibb) 
Sustagen (Mead Johnson) 
4th cover 
Syncillin (Bristol)..opp. 378 
Syntetrin (Bristol) 
Tentone (Lederle) 
Terramycin (Pfizer ).235, 237 
Tessalon (Ciba) 54 
Thorazine (Smith Kline & 


Thyroid (Armour) 
Tofranil (Geigy) 
Trancopal (Winthrop) 


Trip-Sul (Carrtone). : . .337 

Trisulfaminic (Smith- 
Dorsey ) 

Tri-Sulfanyl (U.S. 


Tucks (Fuller) 
Tussionex (Strasenburgh) 


Tyzine (Pfizer) 

Urobiotic (Pfizer) 

Vastran (Wampole) . 48, 375 

Vi-Sol (Mead Johnson). .232 

Vistaril (Pfizer) 

Vitamin A & D Ointment 
(White) 40 

Vitamins (Abbott). . opp. 36 

Vi-Tyke (Lederle) 


MISCELLANEOUS 


GP Permanent Bind- 
ing (PABS 

GP Volume File (Jesse 
Jones) 

Lumbosacral Supports 
(Camp) 

Speculum/Sil Spray 
(Wocher) 

Warexin (Davol) 
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Abbott Laboratories. .opp. 
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Bellerive Hotel 
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Carrtone Laboratories, Inc 337 
Central Soya Co., Inc .. . .262 
Ciba Pharmaceutical 
Products, Inc . .14, 54, 

65, 234, 356, 368, 438 
Cole Chemical Co 
Davies, Rose & Co., Ltd . .278 
Davol Rubber Co 


Endo Laboratories 
Florida Citrus Commission .290 
Fuller Pharmaceutical Co .444 
Geigy Pharmaceuticals 
39, 242, 296, 324 
General Electric Co 
Gerber Products Co 
Helena Rubinstein 
Holland-Rantos Co 
Homemakers Products Div 445 
Irwin, Neisler & Co . .opp. 242 
Ives-Cameron Co 
Knoll Pharmaceutical Co .260 
Lakeside Laboratories 
3rd Cover 
Lederle Laboratories. .46, 55, 
71, 76, 224, 246, 280, opp. 
346, 418, 440, 443, 445, 
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Thos. Leeming & Co., Inc .264 
Eli Lilly and Co 80, 220 
MeNeil Laboratories. 24, 
68, 216, 222, 391 
Mallinckrodt Chemical 


Mattern X-Ray Div. of 
Land Air, Inc ......... 279 
Mead Johnson & Co . .68, 
232, 355, 420, 4th Cover 
Merck Sharp & Dohme. .18, 
42, 56, 68, 218, 238, 
342, 358, 424, 482, 442 
The Wm. S. Merrell Co 
2nd Cover 
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Mission Inn Hotel 
Mission Pharmacal Co... ..449 


Organon, Inc 
Ortho Pharmaceutical 


Parke, Davis & Co. .4, 58, 
62, 245, 322, 361, 396, 
412, 437 
Pfizer Laboratories. .24, 
opp. 58, 74, 219, 235, 
237, 250, 282, 310, 344, 
877, 408 
Pitman-Moore Co 30, 374, 448 
Wm. P. Poythress & Co., 


Roche Laboratories. . . .32, 402 
William H. Rorer, Inc ... .284 
Ross Laboratories 

Sanborn Co 

Sandoz Pharmaceuticals 


Schering Corporation 

28, 230, 443 
Julius Schmid, Inc 
G. D. Searle & Co 
Sherman Laboratories 
Smith-Dorsey 
Smith Kline & French 


Smith, Miller & Patch, Inc 64 
E. R. Squibb & Sons 
36, 316, 334, 404 
R. J. Strasenburgh 
331, 333, 335 


The Upjohn Co 
20, 228, 236, 308 
U. S. Vitamin Corp 
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Walker Laboratories, Inc 


Wallace Laboratories. .16, 
44, 214, 227, opp. 316, 
362, 410, 429, 448 
Wampole Laboratories 


Warner-Chilcott . .26, 270, 298 
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Winthrop Laboratories 
212, opp. 326, 360 
Max Wocher & Son Co... .286 
Wyeth Laboratories. .22, 
79, 210, 302, 320, 341, 
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bibliographies 


For your convenience 


in requesting bibliographies 
of scientific articles 
appearing in 
GP 


USE THIS COUPON 


GP 

Production Department 

The American Academy of General Practice 
Voelker Boulevard at Brookside 

Kansas City 12, Missouri 


Please send me the bibliographies of the scientific 
articles listed below: 


Title, 


Author. 


Title. 


Author. 


Title 


PLEASE PRINT CLEARLY: 


Add 
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Mead Johnson 
and Company 


announces its annual 
Awards for Graduate Training 


in General Practice 


Continuing progress in American medicine depends 
on how well today’s students, interns and residents 
are fitted for their challenging tasks. Every possible 
means of developing their skills and knowledge must 
be pursued. 


In this spirit, the annual Mead Johnson & Company 
Awards for Graduate Training in General Practice are 
made available. The awards make possible a year 
of residency training for interns who are planning 
careers as general practitioners. 


The Scholarship Awards Committee appointed by the 
Board of Directors of the American Academy of 
General Practice selects the candidates and admin- 
isters the funds. As with all its Scholarship Awards, 
the role of Mead Johnson & Company is limited 
solely to the provision of funds. 


Mead Johnson & Company considers it an honor to 
play even a small part in the over-all program devoted 
to developing tomorrow’s leaders in medicine. 


MEAD JOHNSON & COMPANY 
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JULY, 1959 THROUGH DECEMBER, 1959 


Key to Index Abbreviations 


ed Editorial 
info pl Information Please 
tip Tips from Other Journals 
> Scientific Article 


Subject Index 


A 


ABDOMINAL trauma (tip), October, p. 196 
ACCIDENTS, mortality from (tip), August, p. 153 
ACROMEGALY, hypertension in (tip), November, 
p. 183 
ADRENALS, clotting and stress (tip), November, 
p. 188 
AGING, major issues of (Bortz and Bortz), *July, 
p. 84 
ALCOHOLICS, 13,000 visits to, observations from 
(Russo), *September, p. 152 
ALLERGY 
cystitis, allergic: cause of nocturnal enuresis 
(Breneman), *December, p. 84 
desensitization, short term ACTH for (tip), 
October, p. 184 
histoplasmin sensitivity in Alaskan natives 
(tip), September, p. 179 
hypersensitivity, tobacco (tip), October, p. 179 
penicillin, sensitivity to (tip), November, p. 205 
ragweed pollen control (tip), December, p. 182 
AMINOPHYLLINE, therapeutic risks of (Truitt), 
*August, p. 101 
ANEMIA 
Heinz body (tip), October, p. 179 
sickle cell, liver function in (tip), July, p. 139 
pernicious, optic neuropathy in (tip), July, p.138 
ANESTHESIOLOGY 
general anesthesia, a method of, with rapid 
induction and recovery (Feit), *Dec., p. 99 
for paraplegics, problems in (tip), November, 
p. 201 
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ANEURYSM 
intracranial (tip), October, p. 190 
pulmonary arteriovenous (Katz), *July, p. 112 
ANGINA, intestinal (tip), August, p. 147 
ANGINA PECTORIS, diagnosis of (info pl), July, 
p. 155 
ANNUAL REPORT 
Commission on Education, 1958-1959, July, 
p. 168 
Commission on Membership and Credentials, 
1958-1959, August, p. 176 
of the Chairman of the Board of Directors, 
August, p. 161 
of the Executive Director, September, p. 187 
The President’s Address, July, p. 155 
ANTIBIOTICS, antistaphyloccal (Finland), *July, 
p. 114 
ANTIBODIES and total body x-irradiation (tip), 
September, p. 176 
ANTICOAGULANT therapy (Coon, Willis, Duff), 
*November, p. 122 
AORTA 
stenosis calcific (tip), August, p. 147 
stenosis, syncope in (tip), October, p. 186 
APPENDICITIS, acute (tip), November, p. 198 
ARTERIOSCLEROSIS, peripheral, lumbar, sympa- 
thectomy for (tip), August, p. 149 
ARTERY 
coronary, congenital aneurysm of (tip), July, 
p. 148 
inominate, enlargement of (Katz), *October, 
p. 167 
mammary, internal, ligation (tip), September, 
p. 171 
ASCITES, minimal, diagnosis of (tip), September, 
p. 167 
ATROPINE, circulatory effects of (tip), December, 
p. 179 


BIOFLAVONOIDs and inflammation (tip), Novem- 
ber, p. 200 


| 


BLoop Donors, disqualification of (tip), July, 
p. 146 
BLOOD PRESSURE: venous, bloodless measure- 
ment of (Verhave), *December, p. 107 

BRAIN 
cerebral function and glutamic acid (tip), 
August, p. 151 
damage in boxers (tip), August, p. 150 
BREAST 
carcinoma, pleural effusion following radiation 
_ (tip), October, p. 188 
tumors of the skin of, differential diagnosis 
(Cahn, Aaronson, Beerman), *October, p. 154 
vanity, a problem of (info pl), July, p. 153 
BRUCELLOSIS, chronic (tip), September, p. 166 
BURNS 
the body’s response to (Snively), *September, 
p. 132 
the burned hand (tip), October, p. 178 
immediate therapy in (Vogel), *October, p. 120 


C 


CANCER 
breast, adrenalectomy for (tip), December, 
p. 174 
bronchogenic (tip), July, p. 139 
bronchogenic, pleural effusion in (tip), Decem- 
ber, p. 169 
diagnosis of, with lactic dehydrogenase (tip), 
October, p. 190 
esophageal, diagnosis, cytologic studies in 
(Skinner), *October, p. 125 
esophagus and cardia (tip), September, p. 169 
immunity and (ed), October, p. 83 
lung, survival in (tip), October, p. 193 
mammary, endocrine treatment of (Block), 
*October, p. 85 
melanoma, malignant (tip), November, p. 179 
ovarian, treatment (tip), November, p. 185 
Papanicolaou smears, positive (info pl), Octo- 
ber, p. 198 
CEREBROVASCULAR ACCIDENTS, rehabilitation fol- 
lowing (tip), November, p. 182 
CHOoREA, Sydenham’s, pathogenesis of (tip), Sep- 
tember, p. 178 
CHOLESTEROL 
plasma, in American Indians (tip), September, 
p. 171 
and uric acid under stress (tip), September, 
p. 180 
serum levels, reduction of (tip), October, p. 186 
CHLOROTHIAZIDE, diuretic effect of (tip), August, 
p. 148 


CHYMOTRYPSIN: See Trypsin 

CIRCULATION, postural adjustments (tip), Sup- 
tember, p. 172 

CIRCUMCISION, female, indications and a new 
technique (Rathmann), *September, p. 115 

CLINICAL BACTERIOLOGY—IMMUNOLOGY COoN- 
FERENCE, THE SURGICAL WOUND, *October, 
p. 111 

CLINICOPATHOLOGIC CONFERENCE, *July, p. 126 

CLUBBING, the cause of (tip), July, p. 148 

COLON, transverse, amebic granuloma of the 
(tip), August, p. 155 

CONGENITAL INFANTILE AGRANULOCYTOSIS: See 
Pediatrics 

CORN OIL, effect of (tip), September, p. 173 

CRYPTOCOCCOSIS (tip), December, p. 175 

Cystitis: See Allergy 


D 


DACRYOSTENOSIS, congenital: See Pediatrics 
DERMATOLOGY 
acne, treatment of (tip), November, p. 185 
acne vulgaris, pustular, treatment of (tip), 
August, p. 141 
common skin diseases, treatment of (Fox), 
*July, p. 105 
eczematous eruptions of the hands, treatment 
of (Lewis, Marciano), *November, p. 162 
eczematous hand dermatitis, chronic, corticos- 
teroid therapy of (Goldman, Preston), *Sep- 
tember, p. 84 
skin care of expectant mother and newborn 
(Hanfling), *October, p. 97 
skin reactions from x-ray therapy (tip), De- 
cember, p. 183 
DIABETES 
mellitus, in young children (tip), October, 
p. 192 
neuropathy (tip), December, p. 184 
proteins and lipoproteins in (tip), November, 
p. 195 
retinopathy, treatment of (tip), November, 
p. 196 
DILANTIN TOXICITY (tip), September, p. 170 
DIURETICS, use of (info pl), August, p. 158 


E 


EMBOLI, CEREBRAL (tip), October, p. 190: 

EMPHYSEMA, sweat chlorides in and fibrocystic 
disease of the pancreas (tip), October, p. 188 

ENCEPHALITIS, mosquito-borne (tip), September, 
p. 179 
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ENCOPRESIS (tip), September, p. 179 
ENURESIS, NOCTURNAL, cause of: See Allergy 
ESOPHAGUS: See also Pediatrics 
hiatus hernia, transabdominal repair of (tip), 
August, p. 140 
varices, natural history of (tip), Dec., p. 176. 
EXANTHEM, ECHO VIRUS (tip), July, p. 145 
EXERCISE, in the prevention of disease (Kraus, 
Nagler, Weber), *September, p. 121 
EYE 
keratitis, herpes simplex (Gordon), *Novem- 
ber, p. 96 
ocular manifestations of basilar artery disease 
(tip), November, p. 194 
strabismus, management of (Dunlap), *August, 
p. 124 
vision screening of preschool children (tip), 
September, p. 168 


FALLOUT in perspective (ed), August, p. 81 
Fat ABSORPTION test (tip), October, p. 195 
FATIGUE (Keliher), *December, p. 102 
FEVER and proteinuria (tip), December, p. 171 
FIBROCYSTIC DISEASE: See Emphysema 
FISTULA, vesicovaginal (info pl), August, p. 157 
FLEXNER, ABRAHAM, M.D. (ed), December, p. 83 
FLUORIDES 
effect of (info pl), September, p. 185 
fluoridation (info pl), December, p. 165 
fluoridation, effects of (tip), August, p. 151 
FUNGAL INFECTIONS 
treatment of (tip), July, p. 140 
ringworm, x-ray for (tip), November, p. 179 
FuNnGus MASSEs (tip), October, p. 188 


G 


GALLBLADDER 
cholecystitis acute, management. of (Thieme), 
*August, p. 98 
GASTROINTESTINAL TRACT 
cecum, incomplete rotation of (info pl), July, 
p. 154 
colon, pseudotumors of (Rubin, Dann), *Sep- 
tember, p. 102 
gastric lesions, diagnosis of (tip), September, 
p. 181 
hemorrhage, ammonia concentration and BSP 
in (tip), August, p. 155 
milk protein casts (tip), October, p. 189 
neoplasms, small intestine (tip), September, 
p. 175 
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obstruction, strangulation, treatment of (tip), 
August, p. 146 

GP Quiz, July, p. 123 
GONORRHEA, ping-pong (tip), November, p. 183 
Gout, longevity in (tip), October, p. 192 
Gray’s ANATOMY (ed), December, p. 83 
GUEST EDITORIAL 

talent (Matlin), July, p. 83 


H 


Hair, sudden whitening of the (tip), September, 
p. 182 
HEaRT: See also specific valve lesions 
angina pectoris, diagnosis of (tip), November, 
p. 205 
anti-coronary club (tip), December, p. 170 
arrhythmias, vasopressor therapy in (tip), 
October, p. 183 
atrial tachycardia due to digitalis intoxication 
(tip), July, p. 148 
block, capillary pulse in (tip), October, p. 187 
cardiac resuscitation (tip), October, p. 193 
congestive failure, treatment of (tip), August, 
p. 148 
congestive failure, treatment of (tip), August, 
p. 151 ‘ 
digitalis in normal subjects (tip), August, p. 143 
disease, race and (tip), November, p. 187 
failure and hemochromatosis (tip), August, 
p. 154 
failure, antibiotic prophylaxis in (tip), July, 
p. 146 
mitral: valvuloplasty, the aftermath of (tip), 
December, p. 179 
myocardial infarction, anticoagulants in (tip), 
August, p. 149 
pericardial calcification associated with histo- 
plasmosis (tip), July, p. 146 
pericardial effusion (tip), July, p. 149 
pericardial fat necrosis, acute (tip), December, 
p. 169 
pericarditis, postmyocardial infarction (tip), 
July, p. 144 
postmitral-commissurotomy syndrome (tip), 
December, p. 173 
rheumatic carditis, hormone therapy of (tip), 
July, p. 143 
stenosis, infundibular, isolated (tip), August, 
p. 153 
HEMIPLEGIA, spastic: etiology and early diagnosis 
(Denhoff, Holden), *November, p. 153 
HEMODIALYSIS, hypotension during (tip), Novem- 
ber, p. 201 
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HEPATITIs: See also Liver 
mouse, hydrocortisone in (tip), September, 
p. 177 
HISTOPLASMOSIS: See Heart 
HookworM infestation, iron loss in (tip), No- 
vember, p. 194 
HYALINE MEMBRANE DISEASE: See Pediatrics 
HYDROCHLOROTHIAZIDE as a hypotensive (tip), 
September, p. 166 
HYPERGLOBULINEMIA, clinical significance of 
(Zimmerman, West, Gelb), *November, 
p. 137 
HYPERLIPEMIA, familial, incidence of (tip), No- 
vember, p. 202 
HYPERMAGNESEMIA, renal disease and (tip), July, 
p. 146 
HYPERNATREMIA, brain damage in (tip), July, 
p. 148 
HYPERTENSION: See also Pediatrics 
arterial, chlorothiazide in the treatment of 
(Freeman, Gilmore, Gill), *July, p. 99 
portal (tip), August, p. 150 
HYPNOSIS 
a word of caution (ed), August, p. 83 
catch as catch can (Deisher), *November, 
p. 133 
psychology of (Heron), *September, p. 92 


I 


IMMUNIZATION, four-in-one (info pl), October, 
p. 198 

INTELLIGENCE, uric acid and (tip), September, 
p. 167 

INTUSSUCEPTION, iliocolic (tip), September, 
p. 170 


J 


JAUNDICE 
catarrhal (info pl), December, p. 166 
neonatal, diagnosis of (tip), July, p. 145 


K 


KERATITIS, herpes simplex: See Eye 
KIDNEY 
cysts in children (tip), August, p. 145 
failure, acute, functional types (tip), Septem- 
ber, p. 168 
failure, acute, management of (Lubash, Rubin), 
*September, p. 158 
glomerulonephritis, acute, diagnosis and con- 
trol of (Haight), *August, p. 111 
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hydronephrosis following pyelography (ti))), 
November, p. 182 

nephrotic syndrome, treatment of (tip), Juiy, 
p. 141 

nocturnal enuresis, allergic cystitis, cause of 
(Breneman), *December, p. 84 

papillary necrosis (tip), September, p. 181 

ureteral and renal injuries, comparison of (tip), 
October, p. 194 

urinary catecholamines (info pl), October, 
p. 197 

Kuru (tip), November, p. 194 


L 


LACTIC DEHYDROGENASE: See Cancer 
LARYNGEAL TRAUMA (tip), August, p. 140 
LEECHES, in the respiratory tract (tip), August, 
p. 152 
LEPTOSPIROSIS 
leptospirosis (McCrumb), *September, p. 106 
leptospirosis (tip), November, p. 196 
epidemiology of (tip), October, p. 185 
LEUKEMIA 
congenitai (tip), October, p. 181 
treatment of (info pl), July, p. 153 
LIVER 
cirrhosis, ascites in, treatment of (tip), July, 
p. 150 
cirrhosis, blood ammonia in (tip), September, 
p. 178 
disease and Rose Bengal (tip), November, 
p. 197 
disease, coagulation defects of (tip), July, 
p. 142 
encephalopathy, hepatic (tip), August, p. 152 
function tests (tip), November, p. 190 
hepatic encephalopathy (tip), November, 
p. 186 
hepatitis, adrenal steroids and (tip), July, 
p. 150 
hepatitis, incidence of (tip), December, p. 171 
hepatitis, toxic (Zimmerman), *September, 
p. 145 
polycystic disease of (tip), October, p. 192 
LOBELINE, as a smoking deterrent (tip), Novem- 
ber, p. 199 
LUNGS 
barium sulfate, effects of on the (tip), Novem- 
ber, p. 182 
bronchi, regenerative versus atypical changes 
in (tip), November, p. 186 
cancer, great vessel involvement in (tip), Sep- 
tember, p. 172 
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embolism, pulmonary, diagnosis of (tip), No- 
vember, p. 191 

empyema, monilial (tip), December, p. 169 

eosinophilic granuloma of the (Katz), *Novem- 
ber, p. 177 

hemothorax, clotted (tip), December, p. 169 

hyaline membrane, pulmonary, a proposed 
method of prevention (Redman), *Septem- 
ber, p. 127 

pleural biopsy (tip), September, p. 176 

pulmonary disease and gastroduodenal ulcera- 
tion (tip), November, p. 184 

pulmonary edema (tip), November, p. 197 

pulmonary function, simplified measurement 
of (Carmichael), *November, p. 130 

venous drainage, pulmonary, partial anomalous 
(Katz), *August, p. 123 

Lupus 
systemic and discoid (tip), August, p. 151 
systemic, treatment of (tip), September, p. 178 


M 


MAGNESIUM, values for (tip), October, p. 181 
MALABSORPTIVE STATEs: See Pediatrics 
MASSETER HYPERTROPHY (tip), December, p. 181 
MEASLES 
gamma-globulin for (tip), November, p. 207 
modification of (info pl), December, p. 166 
modified (info pl), December, p. 166 
MEDICAL EDUCATION 
and your opinion, doctor? October, p. 201 
MEDICAL INTERVIEW: toxemia of pregnancy 
(Conrad, Finnerty), *December, p. 122 
MEDICAL PRACTICE 
a family doctor answers Forand (Robins), 
November, p. 207 
bring all your books and records (Parker), 
October, p. 212 
British self-appraisal (tip), December, p. 184 
computers in medicine (LaCoste), October, 
p. 206 
doctors, drugs and critics (Roll), September, 
p. 204 
doctor and nurse (tip), December, p. 174 
drugs, new, basis for choice and use of (Modell), 
*July, p. 129 
drugs on the market (ed), July, p. 81 
the family doctor and the premature infant 
(Henrickson), *October, p. 133 
general practice, drug evaluation in (Reeves), 
*November, p. 108 
health insurance, more and more (ed), August, 
p. 82 
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health of workers (tip), December, p. 180 
hospital care insurance, in Canada (Kelly), 
August, p. 173 
insurance needs—now and later (Caplan), July, 
p. 159 
investment selection, problems and considera- 
tions (Holzheimer), August, p. 167 
let medicine take care of itself (Steine), Sep- 
tember, p. 210 
negligence and malpractice (Morse), July, 
p. 163 
negligence and malpractice (Morse), Novem- 
ber, p. 228 
negligence and warranty (Morse), October, 
p. 216 
physician health (ed), July, p. 83 
prefabricated offices, September, p. 201 
procedures in consultation and referral (Howe), 
November, p. 218 
referrals (ed), October, p. 82 
should the general practitioner do major sur- 
gery, July, p. 165 
stand up and be counted (ed), December, p. 82 
thanks anyway (ed), October, p. 81 
$1,100 per person (ed), July, p. 81 
travelers, medical protection of (Kean), *De- 
cember, p. 112 
trends in medicine: ancient and modern 
(McCullagh), *November, p. 145 
your financial plan, long-term look at (Forrest), 
August, p. 170 
MENINGITIS, PNEUMOCOCCAL, treatment of (tip), 
October, p. 183 
MONILIAL EMPYEMA: See Lungs 
MONILIASIS 
acute disseminated (tip), December, p. 178 
systemic (tip), October, p. 177 
MONGOLISM, treatment of (info pl), September, 
p. 186 
MyosITIs, temporal, acute (tip), September, 
p. 180 


N 


NEUROFIBROMATOSIS 
neurofibromatosis (tip), December, p. 174 
lumbar meningocele associated with (tip), 
October, p. 195 
NILEVAR (norethandrolone), anabolic effect of 
(tip), July, p. 142 
NOMENCLATURE, facts about (Baron), *August, 
p. 90 
NUTRITION, by the intravenous route (tip), 
December, p. 182 
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OBSTETRICS: See also Medical Interview 


administration of pituitary extract in (info pl), 
October, p. 197 

cervic, incompetent (tip), July, p. 138 

congenital anomalies (info pl), October, p. 197 

offspring of women irradiated for infertility 
(tip), August, p. 143 

pregnancy complicated by tuberculosis, man- 
agement of (Schaefer), *October, p. 169 

pregnancy, ovarian (tip), October, p. 178 


OMENTAL INFARCTION (tip), August, p. 154 
ORTHOPEDICS 


P 


backaches, workers (info pl), August, p. 157 

fractures, ankle (tip), August, p. 144 

polyurethone polymer, use of (tip), August, 
p. 147 

tibia, fractures of the shaft (tip), November, 
p. 178 


PANCREATITIS 


acute, x-ray changes in (tip), July, p. 142 


pleural fluid amylase in (tip), September, 


p. 174 


PAROTID GLAND TUMORS, a clinical approach to 


(tip), November, p. 202 


PAROTITIS, after diuretic therapy (tip), Septem- 


ber, p. 171 


PAS 


preparations, tolerance of (tip), December, 
p. 175 

urine tests for detection of (tip), November, 
p. 191 


PARATHYROID ADENOMAS (tip), December, p. 184 
PEDIATRICS 
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abdominal masses in children, asymptomatic 
(tip), November, p. 193 

agranulocytosis, congenital infantile (tip), No- 
vember, p. 193 

anemia of prematurity (tip), September, p. 176 

blindness in children (tip), November, p. 185 

dacryostenosis, congenital, early probing for 
(Broggi), *July, p. 96 

disk disorders in childhood (tip), November, 
p. 188 

hyaline membrane disease (tip), July, p. 141 

hypertension in children (tip), November, 
p. 192 

laryngitis in children, treatment of (tip), De- 
cember, p. 178 

malabsorptive states, diagnosis and treatment 


of (Law, Benson, Sleisenger), *Dec., p. 142 

newborn, nonhemolytic anemia of (tip), Se))- 
tember, p. 173 

newborn, ruptured esophagus in (tip), Decem- 
ber, p. 171 

pleuroperitoneal diaphragmatic hernia in in- 
fancy (Katz), *December, p. 141 

roseola infantur (tip), December, p. 171 

the premature infant, the family doctor and 
(Henrickson), October, p. 133 

vaginitis (tip), August, p. 152 


PERITONEUM, needle biopsy of (tip), October, 


p. 186 


PERITONITIS, candidaalbicans (tip), August, p. 150 
PERSONALITIES in the medical news 


Askey, E. Vincent, July, p. 37 
Cooper, Charles C., November, p. 41 
Crawford, Robert L., July, p. 36 
DeTar, John S., July, p. 36 

Foust, Joseph C., August, p. 36 
Groner, Frank S., October, p. 37 
Gross, Robert E., November, p. 41 
Harvey, Daryl P., August, p. 36 
Hill, Lester, the Hon., June, p. 37 
Kirkham, William R., June, p. 36 
Kornberg, Arthur, December, p. 35 
Lemieux, Renaud, November, p. 41 
Lester, Roy T., June, p. 36 

Ochoa, Severo, December, p. 35 
Piersol, George Morris, September, p. 37 
Talbott, John H., September, p. 37 
Wilson, Vernon E., August, p. 37 


PHARYNGITIS, etiologic diagnosis of (tip), Decem- 


ber, p. 181 


PHENYLPYRUVIC OLIGOPHRENIA, skin character- 


istics in (tip), October, p. 180 


PHYSICAL MEDICINE AND REHABILITATION 


lower extremity braces in rehabilitation 
(Daeso), *October, p. 102 


PITYRIASIS ROSEA (info pl), July, p. 153 
PLANTAR WARTS and calluses, treatment of (info 


pl), October, p. 198 


PLEURAL, biopsy (tip), October, p. 187 
PLEUROPERITONEAL DIAPHRAGMATIC HERNIA: 


See Pediatrics 


PNEUMONIA, staphylococcal (tip), October, p. 176 
PNEUMATOSIS CYSTOIDES INTESTINALIS in chil- 


dren (tip), July, p. 145 


POISON 


lead, glycosuria in (tip), July, p. 142 
mushroom (tip), July, p. 141 


POLIOMYELITIS 


bulbospinal, respiratory pathogens in (tip), 
August, p. 142 
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fourth vaccination (info pl), September, 
p. 185 
urinary tract infection in (tip), November, 
p. 189 
POLLUTED AIR (tip), December, p. 170 
POLYCYTHEMIA VERA, myocardial infarction in 
(tip), November, p. 186 
PROTEINOSIS, pulmonary alveolar (Katz), *Sep- 
tember, p. 165 
PROTEINURIA, steroid therapy of (tip), October, 
p. 189 
PSYCHIATRY 
aging, psychiatric aspects of (Blain), *August, 
p. 84 
depressive episodes (Atkinson), *November, 
p. 110 
general practice, psychiatric patients in (Roth, 
Rury, Downing), *August, p. 106 
senile agitated patient, total approach in man- 
agement of (Settel), *December, p. 129 


Q 


QUINIDINE levels, sustained plasma (tip), Sep- 
tember, p. 170 


R 


REITER’S DISEASE, neurologic symptoms in (tip), 
December, p. 180 
RESPIRATORY STIMULANTS (Adriani), *Novem- 
ber, p. 100 
RHEUMATIC FEVER 
prophylaxis of streptococcal infection and (tip), 
October, p. 177 
RHEUMATIC NODULES (tip), December, p. 176 
RHEUMATOID SPONDYLITIS 
rheumatoid spondylitis (tip), October, p. 186 
aortic lesions and (tip), July, p. 149 


S 


SALK VACCINE 
operation hypo (Sloan), October, p. 219 
who shall lead them (ed), October, p. 81 
SARCOID, in the pines (tip), November, p. 183 
SARCOIDOSIS, in siblings (tip), October, p. 183 
SARCOMA, Kaposi’s (tip), August, p. 156 
SCHISTOSOMIASIS, pulmonary (tip), July, p. 144 
SERUM GLOBULIN levels (tip), December, p. 183 
SICKLE CELL—HEMOGLOBIN C DISEASE (tip), 
October, p. 180 
SODIUM BISMUTH THIOGLYCOLLATE, anuria due 
to (tip), July, p. 139 
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STAPHYLOCOCCAL INFECTIONS 
in the nose (ed), September, p. 83 
nasal antibiotic cream and (tip), October, 
p. 195 
the staphylococcus problem and antistaphylo- 
coccal antibiotics (Finland), *July, p. 114 
vancomycin in (tip), July, p. 143 
STRONTIUM 90 in wheat (tip), August, 
p. 148 
SUICIDE types (tip), November, p. 185 
SuRGERY: See also specific diseases, organs and 
operations 
See also Clinical Bacteriology-Immunology 
Conference 
antitension-lines scar, improvement of (tip), 
October, p. 194 
arterial bypass below the knee (tip), July, 
p. 140 
autogenous venous shunt grafts (tip), Decem- 
ber, p. 173 
blood loss during (tip), August, p. 150 
cholecystostomy, planned (tip), November, 
p. 187 
cleft lip nose (tip), November, p. 189 
colon, obstructive resection of (tip), August, 
p. 142 
gastrectomy, iron metabolism after (tip), 
August, p. 146 
hemophilia and hemophiloid diseases, manage- 
ment in (tip), November, p. 200 
homografts, skin, from post-mortem sources 
(tip), August, p. 146 
mammary artery ligation, bilateral (tip), No- 
vember, p. 182 
normal tendons and healing grafts, circulation 
in (tip), July, p. 140 
plastic, shaving in (tip), November, p. 192 
postoperative complications in the elderly 
(tip), October, p. 193 
rectal bladder, for urinary diversion (tip), 
November, p. 198 
sphincter of Oddi, stenosis of (tip), Nevember, 
p. 195 
splenectomy (info pl), August, p. 157 
upper eyelid, complete transfer of (tip), Octo- 
ber, p. 196 
SYNDROME 
Cushing’s, diagnosis of (tip), October, 
p. 191 
Landry-Guillain-Barré (tip), October, p. 182 
postmitral-commissurotomy; (tip), December, 
p. 173 
postpericardiotomy (tip), August, p. 153 
uremic (tip), September, p. 182 
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SYNCOPE, vasopressor (tip), August, p. 154 
SYPHILIS, latent (tip), November, p. 179 


T 


THIAMIN, absorption of (info pl), September, 
p. 185 
THROMBOPHLEBITIS, subcutaneous, of the breast 
and chest wall (Hamrick), *November, 
p. 120 
THYROID 
cancer of, total thyroidectomy for (tip), 
November, p. 190 
carcinoma, radical neck surgery in (tip), No- 
vember, p. 196 
function, new measure of (tip), December, 
p. 172 
myxedema, peripheral neuropathy in (tip), 
November, p. 193 
PBI, false elevation of (info pl), September, 
p. 185 
the unpredictable (Ganem), *December, p. 136 
thyroiditis, subacute (tip), November, p. 205 
thyroiditis, x-ray treatment of (info pl), August, 
p. 158 
thyrotropin inhibitor (tip), September, p. 174 
TRANSCRANIAL YTTRIUM 90 HYPOPHYSECTOMY 
(tip), August, p. 140 
TRAUMA, trypsin in the treatment of (tip), 
August, p. 152 
TRYPSIN and chymotrypsin: a comparative study 
(Seligman) *October, p. 153 
TUBERCULOSIS, pulmonary: See also Obstetrics 
ambulant chemotherapy for (tip), October, 
p. 184 
cancer and (tip), July, p. 146 
minimal, diagnosis of (tip), July, p. 138 
pleural effusions, prednisone for (tip), August, 
p. 141 


recalcitrance re recalcitrants (Gelperin), *Octo- 
ber, p. 163 

retreatment versus original treatment (tip). 
November, p. 184 

segmental resection for (tip), August, p. 142 

transaminase activity in (tip), August, p. 144 

tuberculin patch testing (tip), August, p. 145 

TYPHOID 

carriers, large doses of penicillin for (tip), 
October, p. 191 

fever, masked (tip), July, p. 147 


U 


UppPEeR RESPIRATORY INFECTION, recurrent (info 
pl), December, p. 165 


V 


VENEREAL DISEASE clinic, use of tetracycline in 
(tip), August, p. 144 

VENOUS PRESSURE: See Blood Pressure 

VENOUS ULCERS, of the leg, treatment of (tip), 
November, p. 201 

VIRUS INFECTIONS 

ECHO type 6 (tip), November, p. 199 

VITAMIN Bj; and folic acid in medical practice 

(Reisner), *August, p. 94 


W 
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JULY, 1959 THROUGH DECEMBER, 1959 


Author Index 


A 


Aaronson, Leroy, *October, p. 154 
Adriani, John, *November, p. 100 
Atkinson, Rosser P., *November, p. 111 


Baron, Charles, *August, p. 90 
Beerman, Herman, *October, p. 154 
Benson, Gordon D., *December, p. 142 
Blain, Daniel, *August, p. 84 

Block, George E., *October, p. 85 
Bortz, Edward L., *July, p. 84 

Bortz, Walter M., I], *July, p. 84 
Breneman, James C., *December, p. 84 
Broggi, Richard J., *July, p. 96 


C 


Cahn, Milton M., *October, p. 154 
Cahal, Mac F., September, p. 187 
Caplan, Amiel, July, p. 159 

Carmichael, L. P., *November, p. 130 
Conrad, Marjorie E., *December, p. 122 
Coon, W. W., *November, p. 122 


D 


Dacso, Michael M., *October, p. 102 
Dann, David S., *September, p. 102 
Deisher, J. B., *November, p. 133 
Denhoff, Eric, *November, p. 153 
Downing, J. J., *August, p. 106 
Duff, I. F., *November, p. 122 
Dunlap, Edward A., *August, p. 124 
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Index to Volume Twenty 


E 


F 


Feit, Louis Joel, *December, p. 99 
Finland, Maxwell, *July, p. 114 
Forrest, John G., August, p. 170 
Fox, Everett C., *July, p. 105 
Freeman, Richard B., *July, p. 99 


G 


Ganem, John F., *December, p. 136 
Gelb, Donald M., *November, p. 137 
Gelperin, Abraham, *October, p. 163 
Gill, Robert J., *July, p. 99 

Gilmore, Brooks W., *July, p. 99 
Goldman, Leon, *September, p. 84 
Gordon, Dan M., *November, p. 97 


Haight, Thomas Hulen, *August, p. 111 
Hamrick, Leon C., *November, p. 120 
Hanfling, Seymour L., *October, p. 97 
Henrickson, W. E., *October, p. 133 
Heron, William T., *September, p. 92 
Holden, Raymond H., *November, p. 153 
Holzheimer, Carl, August, p. 167 

Howe, Henry F., November, p. 218 
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Kraus, Hans, *September, p. 121 


L 


LaCoste, Richard, October, p. 206 

Lamme, Lois, September, p. 194; December, p. 
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Law, David H., *December, p. 142 

Lewis, George M., *November, p. 163 

Lubash, Glenn D., *September, p. 158 
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Marciano, Mark R., *November, p. 163 

McCrumb, Fred R., Jr., *September, p. 106 

McCullagh, E. Perry, *November, p. 145 

Miller, George E., *October, p. 111 

Modell, Walter, *July, p. 129 

Morse, Howard Newcomb, July, p. 163; Oc- 
tober, p. 216; November, p. 229 
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Nagler, Willi, *September, p. 121 
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Parker, Allan J., October, p. 212 
Preston, Robert H., *September, p. 84 
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Rathmann, W. G., *September, p. 115 
Redman, Jack Curry, *September, p. 127 
Reeves, James E., *November, p. 108 
Reisner, Edward H., Jr., *August, p. 94 
Robins, R. B., November, p. 207 

Roli, Frederick G., September, p. 204 
Roth, V. E., *August, p. 106 


Rubin, Albert L., *September, p. 158 
Rubin, Sidney, *September, p. 102 
Rury, J. L., *August, p. 106 

Russo, A. J., *September, p. 152 


Schaefer, George, *October, p. 169 
Seligman, Bert, *October, p. 152 

Settel, Edward, *December, p. 129 
Skinner, Edward F., *October, p. 125 
Sleisenger, Marvin H., *December, p. 142 
Sloan, R. Varian, October, p. 219 
Snively, W. D., Jr., *September, p. 132 
Steine, Lyon, September, p. 204 
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Thieme, E. Thurston, *August, p. 98 
Truitt, Edward B., Jr., *August, p. 101 
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Verhave, Jacobus H., *December, p. 107 
Vogel, Edward H., Jr., *October, p. 120 


W 


Walsh, John G., August, p. 161 
Weber, Sonya, *September, p. 121 
West, Michael, *November, p. 137 
Willis, P. W., III, *November, p. 122 
Witebsky, Ernest, *October, p. 111 
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...-in the attractive 


Jesse Jones Volume File 


Specially designed and produced for GP, this File 


will keep one volume (six issues) clean, orderly, 


and readily accessible. In a combination light blue 
and dark blue Kivar, which looks and feels like 
leather, its 16-carat gold leaf hot-embossing makes 
it a: fit companion for your finest bindings. Your 
back issues are protected against dirt and wear— 
any specific issue can be located instantly. 


PRESERVE 
YOUR COPIES 


Despite its rich appearance, the Volume File is rea- 
sonably priced. Carefully packed and sent postpaid, 
Files cost only $2.50 each. Many GP readers find 
it more convenient and economical to order 3 for 
$7.00 or 6 for $13.00. If you are not entirely sat- 
ished, for any reason, return the File to us within 
10 days for a full refund. 


MAIL COUPON AND CHECK DIRECT TO MANUFACTURER FOR PROMPT 


Jesse Jones Box Corp.. 
P. O. Box 5120, Philadelphia 41, ‘Pa. 


Please send me, prepaid 


Name 


—_____GP Volume Files @ $2.50 each, 3 for $7.00 or 6 for $13.00 


Address 


City, State 


— 
lige: 
al 
> | 
9 


to aid in the advance 

of medical science 

through the dissemination 
of significant achievements 


among practicing physicians 


ROSS LABORATORIES 


is pleased to announce 


THE NINTH ANNUAL ROSS AWARDS 


offered to encourage prompt publication of 
new findings and of new clinical perspectives 


As in past years, a special Awards Com- 
mittee, appointed by the Board of Directors 
of THE AMERICAN ACADEMY OF GENERAL 
PRACTICE, will present two awards of one 
thousand dollars each to the two members 
of the Academy who have published the 
most outstanding contributions in GP 
during 1959. 


Officers of the Academy, directors and 
members of the Publication Committee 
are ineligible for these awards. 
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Now! 


WARREN-TEED 


ILOPAN.- CHOLINE 


The successful use of parenteral ILOPAN, in thou- 
sands of hospitals, for prevention and relief of post- 
surgical retention of flatus and feces, has brought 
demands for similarly effective medication for ambu- 
latory patients — those suffering from intestinal atonia 
and/or gas retention, as such or as complications of 
geriatric problems, gastric hyperacidity, gastritis, preg- 
nancy, irritable colon, ureteroenterostomy, regional 
ileitis, splenic flexure syndrome, infectious hepatitis, 
cholecystitis. 


To ILOPAN (brand of d-pantothenyl alcohol) which 
aids formation of coenzyme A (essential to acetylation 
of choline) has been added Choline, the parent sub- 
stance of acetylcholine (necessary for gastrointestinal 
tonus). Effectiveness? — 90% in three independent 
clinical evaluations of patients of all ages from 20 
to 80! And safe. 


for the ambulatory patient, too — 


Relief from the 

discomfort of 
flatulence due to 
intestinal atony 


COMPOSITION: Each tablet con- 
tains llopan (brand of d-panto- 
theny! alcohol) 50 mg., choline 
bitartrate 25 mg. 


INDICATIONS: Gas retention in 
the atonic gastrointestinal tract 
of ambulatory patients. 


DOSAGE: Two tablets three 
times daily. Three tablets three 
times daily in severe cases. 


HOW SUPPLIED: Bottles of 100 
and 500. 


WARREN-TEED 


THE WARREN-TEED PRODUCTS COMPANY 


Dallas 


December 1959 


Chattanooga 


COLUMBUS 8, OHIO 


Los Angeles 


Portland 
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new form 


SIMILAC 


when iron is indicated in infancy 


| in the yellow can| 


Powder 

Cans of 1 Ib., with 
measuring cup 
Liquid 

Cans containing 
13 fl. oz. 


12 mg of ferrous iron per quart of formula 


Sound nutrition 


assured iron intake 


maintenance of iron stores 


for: prophylaxis against iron deficiency 


ee 


'@.: ROSS LABORATORIES Columbus 16, Ohio 


> 
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calms anxiety! 


Deprol helps balance the mood 
by lifting depression as it 
calms related anxiety 


No “seesaw” effect of amphetamine- 
barbiturates and energizers 


While amphetamines and energizers may stimu- 
late the patient—they often aggravate anxiety and 
tension. And although amphetamine-barbiturate 
combinations may counteract excessive stimu- bus TS DEPRESSION) 
lation—they often deepen depression. a 
In contrast to such “seesaw” effects, Deprol ra” My 
lifts depression as it calms anxiety—both at the ere CALMS ANXIETY : 


Safer choice of medication than 
untested drugs 


Deprol does not produce hypotension, liver dam- 
age, psychotic reactions or changes in sexual 
function. 


BIBLIOGRAPHY: 1. Alerender, Chemetheropy of depression—Use 
bined with b (2-dieth 


pede J.A.M.A. 166:1019, March 1, 1958. 2. Bateman, J. C. and 
Carlton, H. N.: Deprol as adjunctive therapy for patients with advanced 
cancer. Antibiotic Med. & Clin. Therapy. In press, 1959. 3. Bell, J. L., Tauber, 
H., Santy, A. and Pulito, F.: Treatment of depressive states in office practice. 
Dis. Nerv. System 20:263, June 1959. 4. McClure, C. W., Papas, P. N., 
Speare, G. S., Palmer, E., Slattery, J. J., Konefal, S. H., Henken, B. S., 
Wood, C. A. and Ceresia, G. B.: Treatment of depression—New technics and 
therapy. Am. Pract. & Digest Treat. In press, 1959. 5. Pennington, V. M.: 
Meprobamate-benactyzine (Deprol) in the treatment of chronic brain syndrome, 
Schizophrenia and senility. J. Am. Geriatrics Soc. 7:656, Aug. 1959. 6. Rickels, 
K. and Ewing, J. H.: Deprol in depressive conditions. Dis. Nerv. System 20:364, 
(Section One), Aug. 1959. 7. Ruchwarger, A.: Use of Depro! (meprobamate 

bined with b ) in the office treatment of depression. 
M. Ann. District of Columbia 28: 438, Aug. 1959. 8. Settel, E.: Treatment 
of depression in the elderly with a 
combination. Antibiotic Med. & Clin. Therapy. In press, 1959. 


AMPHETAMINES AMPHETAMINE- 


A® AND ENERGIZERS BARBITURATE 
may stimulate the combinations may 
ag patient, but often control overstimula- 
ee increase anxiety and tion but may deepen 
tension. depression. 


DOSAGE: Usual starting dose is 1 tablet q.i.d. When neces- 
sary, this may be gradually increased up to 3 tablets q.i.d. 


COMPOSITION: 1 mg. 2-diethylaminoethyl benzilate hydro- 
chloride (benactyzine HCl) and 400 mg. meprobamate. 


SUPPLIED: Bottles of 50 light-pink, scored tablets. Write 
for literature and samples, i) WALLACE LABORATORIES / New Brunswick, N. J. 
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,,.and one to grow on 


A tiny tablet of REDISOL to stimulate the appetite — 
to help in the intake of food for growth. 


REDISOL is crystalline vitamin B,2, an essential 
vitamin for growth and the fundamental 
metabolic processes. 


Ideal for the growing child, the REDISOL tablet 
dissolves instantly on contact in the mouth, 
on food or in liquids. 


Packaged in bottles hermetically sealed to keep 
the moisture out and to retain vitamin potency in 
25 and 50 mcg. strengths, bottles of 36 and 100 — 
in 100 mcg. strength, bottles of 36, and in 

250 mcg. strength, vials of 12. 


Also available as a pleasant-tasting cherry- 
flavored elixir (5 mcg. per 5-cc. teaspoonful) 
and as REDISOL injectable, cyanocobalamin 
injection USP (30 and 100 mcg. per cc., 10- 
cc. vials and 1000 mcg. per cc. in 1, 5 and 
10-cc. vials). 


REDISOL 


cyanocobaiamin, Crystalline Vitamin Big 


MERCK SHARP & DOHME 


DIVISION OF MERCK & CO., Inc., PHILADELPHIA 1, PA 


REDISOL A TRADEMARK OF MERCK & 
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ACETYL-P-AMINOPHENOL 
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 yw-dosage sulfonamide... to help prever om istam w inci of 
tions which may complicate rial like congestion as well as the ... to relieve the allergy- 
ssociated WIth. ache, myalgia and other discomforts 30 mg 
‘tinue therapy for 5 to 7.days or until pat 
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ABBOTT 


WHAT MAKES ABBOTT VITAMINS SO SMALL ? 


Take this Dayalets-M® for example. ae It contains nineteen ingre- 
dients— 10 important vitamins plus nine valuable minerals. Yet it’s no 
larger than a Spanish peanut —easily the most compact tablet of its kind. 


‘Likewise with the Abbott vitamins listed on the next page. 


Secret? One word. Filmtab®. Microscopically thin, this ingenious tablet 
coating (an Abbott exclusive) cuts the tablet weight as much as one half, 
reduces bulk up to a third.* Small point perhaps—but a nice one for 
your patient. The coating also seals out vitamin taste and odor—and resists 
chipping and deterioration. All of these things make Abbott vitamins just 
a little easier to take—a little pleasanter to keep on the table. 


*When compared to some sugar-coated tablets. Below: 25 sugar-coated Dayalets-M on left pan 
of scale; 25 Filmtab Dayalets-M on right. Note the difference in volume and weight. 


And only Abbott offers a full line of multivitamins in “table bottles” 
—at no extra cost to your patient (see other side). — 


@FILMTAB—FILMTA®-SEALED TABLETS; ABBOTT; U.S. PAT. NO. 2,083,085 9110260 
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VITAMINS BY ABBOTT 


IN THE EXCLUSIVE FILMTAB COATING, WHICH CUTS THE SIZE 


IN THE ABBOTT “TABLE BOTTLES” WHICH HELPS THEM REMEMBER 


PRODUCT AND HOW SUPPLIED 


FORMULA/DOSAGE 


DESCRIPTIO! 


filmtab) DAY ALETS® 
Table bottle (100's); 
bottles of 50 & 250 


DAYALETS-M® 
Apothecary bottles, 


each Filmtab DAYALETS represents: 


3 mg. (10,000 units) 
25 mcg. (1000 
Thiamine Mononitrate............... 5m 
Pyridoxine Hydrochloride. ........... 2 mg. 
Vitamin Bi2 

(as cobalamin concentrate)........ 2 mcg. 
Caicium Pantothenate............... 5 mg. 


Dosage: Just one Filmtab daily for prophy- 
laxis; two or more daily for therapeutic effect. 


each DAYALETS-M represents all of 
Dayalets’ vitamins, plus the following: 


Two extra-pote: 
maintenance fo: mulas; 
ideal for those who are 
“run-down” nu ritionally 
or as prophylaxis for 
those on a restrictedd 


100 & 250. Copper (as sulfate).................. 1 mg. 
lodine (as calcium iodate)......... 0.15 mg. 
Cobalt (as sulfate)................. 0.1 mg. 
Manganese (as sulfate).............. 1 mg. 
Magnesium (as oxide)............... 5 mg. 
Potassium (as sulfate)............... os mg 
Molybdenum (as sodium molybdate). 0: 2 mg. 
Dosage: One Filmtab daily for prophylaxis; 
in more severe deficiencies, more may be 
prescribed. 
OPTILETS® OPTILETS Filmtab Therapeutic formulas 
OPTILETS-M® 5 (25, 000 units) for the more severe 
Table bottles of 30 and 100 Vitamin D. ........... 25 me. (1000 units) deficiencies—excellent 
Thiamine Hydrochloride 10 mg. 
Bottles of 50 and 1000. 5 mg. for use when bodily 
ridoxine Hydrochloride............ 5 mg. ; 
Vitamin Bre increased, as in periods 
(as cobalamin concentrate)........ 6 mcg. of illness or infection. 
Caicium Pantothenate.............. .20 mg. 
200 mg. 
Dosage: One or two Filmtabs daily, as di- 
rected by physician. 
each OPTILETS-M represents all the vita- 
mins of Optilets, plus the following: 
Copper (as sulfate).................. 1 mg. 
lodone (as calcium iodate)........ 0.15 mg. 
Manganese (as sulfate).............. 1 mg. 
Magnesium (as oxide)............... 5 mg. 
Potassium (as sulfate)............... 5 mg. 
Molybdenum (as sodium molybdate). 0.2 mg. 
Dosage: One or two Filmtabs daily, as di- 
rected by physician. 
(filmtap | 
Mimtab) SUR-BEX® with C each SUR-BEX WITH C Filmtab The complete B-complex 
Table bottle of 60. represents: formula witha 
Bottles of Thiamine Mononitrate...... eeawosens 6 mg. therapeutic amount 
100, 500 and 1000 6 mg. rbi id 
Pyridoxine Hydrochloride. ........... 1 mg. . especially useful 
sis) 2 mcg. during such periods as 
as cobalamin concentra 
Calcium Pantothenate.............. 10 mg. 
150 mg. when the water solu 
Desiccated Liver, N.F.. ........... 300 mg. vitamins can be rapidly 
Brewer's Yeast, Dried....... adne’s 150 mg. depleted. 
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Dosage: As a dietary supplement, 1 or 2 
Filmtabs daily; in convalescence, 2 or more 
Filmtabs daily. 
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in acute superficial thrombophlebitis 
“A one-week course of therapy is generally sufficient to 
produce satisfactory resolution of the inflammatory proc- 


ess without recurrence.” 
Orbach, E. J.: J. Internat. Coll. Surgeons 31:165, 1959. 


in arthritis and allied disorders 
“Patients who experienced major improvement had 
prompt and almost complete relief of pain and stiffness, 


which could be maintained on a small maintenance dose.” 
Graham, W.: Canad. M.A.J. 79:634, (Oct. 15) 1958. 


Butazolidin 


BUTAZOLIDIN® (brand of phenylbutazone): Red-coated tablets 
of 100 mg. 


BUTAZOLIDIN® Alka: Orange and white capsules containing 
BUTAZOLIDIN 100 mg.; dried aluminum hydroxide gel 100 mg.; 
magnesium trisilicate 150 mg.; homatropine methylbromide 
1.25 mg. 


nt 
=e 
overy 


Before application of White’s Vitamin A & D After application of White's Vitamin A & D 
Ointment—Typical diaper rash with excoriation Ointment at every diaper change—Diaper rash 
of skin. has completely disappeared within one week. 


Heal and Prevent Diaper Rash with 
White’s Vitamin As D Ointment 
Apply at Every Diaper Change 
HEALS SOOTHES PROTECTS 


also beneficial for— Pressure Sores, Varicose and Chronic Ulcers; Nipple 
Care (fissured nipple); Episiotomy and Circumcision Wounds; Eczema, 


Detergent Dermatitis; Minor Burns and Wounds and Skin Abrasions. 


Supplied in 1% and 4 oz. tubes; 1 Ib. “nursery” jars and 5 Ib. “ward” containers. 


WHITE LABORATORIES, INC. | hele KENILWORTH, NEW JERSEY 
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Question: 

Why do so many physicians prefer 
Cafergot and Cafergot P-B for 
migraine and other recurrent 
throbbing headaches? 


Answers: 
By leading clinicians, quoted from 
their published investigations. 


= “The highest percent- 
= age (83%) of patients 
— with symptomatic 
_ relief is obtained by 
' early and adequate 
administration of 
ergotamine and caf- 
=== feine (Cafergot), alone 
or combined with anti- 
spasmodics and/or sedatives (Cafergot 
P-B).” (Friedman, A. P.: J.A.M.A. 
163: 1111, March 30, 1957.) 


“For those patients 
in whom nausea and 
vomiting occur so 
early in the attack 
that oral medication 
cannot be used, rectal 
administration is 
sometimes a simple 
and effective solution. 
Cafergot supposi- 
tories...and Cafergot P-B supposi- 
tories...are useful additions to the 
armamentarium.” (MacNeal, P. S., et 
al.: Management of the Patient with 
Headache, 1957.) 


“MEDICAL “The tablets [Cafer- 
ANNALS P-B] were espe- 
cially useful when the 
: _ headaches were ac- 
companied by nerv- 
ous tension and 
gastrointestinal up- 
set....Cafergot P-B 
oe Tablets constitute an 
important addition to the treatment of 
vascular headache.” (Blumenthal, L. S., 
and Fuchs, M.: Med. Annals District of 
Columbia 26:175, April 1957.) 


“Symptomatic treat- 
ment is essentially 
one of pharmacother- 
apy, and the best 
results have been 
obtained with the use 
of ergotamine deriva- 
tives, notably a com- 
pound of ergotamine 
and caffeine (Cafergot).” (Friedmaz, 
A. P., von Storch, T. J. C., Merritt, 
H. H.: Neurology 4:773, Oct. 1954.) 
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first choice 
for migraine 
and other recurrent, 
throbbing headaches 


CAFERGOT 


CAFERGOT TABLETS 

ergotamine tartrate 1 mg., caffeine 100 mg. 

Dosage: 2 at first signs of attack; if needed, 
1 additional tab. every % hour until relieved 

(max. 6 per attack). 


CAFERGOT SUPPOSITORIES 

ergotamine tartrate 2 mg., caffeine 100 mg. 
Dosage: 1 as early as possible in attack; 
second in one hour, if needed (max. 2 per attack). 


When the headache is associated with nervous 
tension and G.I. disturbance 


CAFERGOT P-B TABLETS 

ergotamine tartrate 1 mg., caffeine 100 mg., 
Bellafoline 0.125 mg., pentobarbital sodium 30 mg. 
Dosage: same as Cafergot Tablets. 


CAFERGOT P-B SUPPOSITORIES 

ergotamine tartrate 2 mg., caffeine 100 mg., 
Bellafoline 0.25 mg., pentobarbital sodium 60 mg. 
Dosage: same as Cafergot Suppositories. 
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Acute conjunctivitis’ before treatment, showing engorged irregular superficial vessels 


fast anti-inflammatory 
and irritating steroid particles: 


@ mg. for mg. the most active steroid topically—up to 40 times the poten 
of hydrocortisone 


om @ optimal not minimal steroid concentration in true solution for peak effective . : 
ness . . . maximal contact at the site of the lesion wit 


@ quick-acting broad antimicrobial activity when infection threatens recove ine 
@ superior patient comfort—no stinging, no irritating particles, bland carr 
1. Gordon, D. M.: Scientific Exhibit, American Medical Association, Annual Meeting, San Francisco, 1958. 
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saTIONS: Trauma—mechanical, chemical or thermal; 
fonjunctival, corneal, or uveal tract inflammation involv- 
ing the anterior segment; allergy; blepharitis. 
: NeoDECADRON Ophthalmic Solution (0.1%)— 
One drop 4-6 times daily. 
NeoDECADRON Ophthalmic Ointment (0.05%)— 
Applied 3-4 times daily. 
In severe or sight-threatening conditions, the frequency 
of administration may be increased. Systemic therapy 
with DECADRON Tablets may be prescribed adjunctively. 


PRECAUTION: Steroid therapy should never be employed in 
he presence of tuberculosis or herpes simplex. 


tiona! information is available to physicians on request. 


eODECADRON and DECADRON are trademarks of Merck & Co., Inc. 


DEXAMETHASONE 21-PHOSPHATE—NEOMYCIN SULFATE 
active ingredients 


Product 


Steroid 
Concen- 
tration 


Dexamethasone 
21-Phosphate (as 
the disodium salt) 


Neomycin 
Sulfate 


Supplied 


NeoDECADRON 
Ophthalmic 
Solution 


0.1% 


1 mg./ce. 


5 mg./ce. 

(equivalent to 
3.5 mg. neo- 
mycin base) 


erile dropper- 
bottles 


DECADRON 
Phosphate 
Ophthalmic 
Solution 


1 mg./ce. 


5 cc. (4 02.) 
sterile dropper- 
bottles 


NeoDECADRON 
Ophthalmic 
intment 


0.5 mg./Gm. 


5 mg./Gm. 
(equivalent to 
3.5 mg. neo- 
mycin base) 


3.5 Gm. (% 02.) 
tubes 


MERCK SHARP & DOHME 
Division of Merck & Co., INC. * Philadelphia 1, Pa. 


DECADRON 
Phosphate 


ntment 


0.5 mg./Gm. 


3.5 Gm. (% 02.) 
tubes 
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CLINICAL 


CONTINUE TO CONFIRM 
THE EFFICACY OF 


Milpath 


®Milt wn ticholi rgic 


3 


for unsurpassed control of G.I. 
pain, spasm, anxiety and tension 


| indications 
now two forms for adjustable dosage duodenal and gastric ulcer 
colitis 


— Each yellow, scored tab] i 
Milpath-400 yellow tablet contains 


meprobamate 400 mg. and tridihexethy] chloride 25 mg. 


(formerly supplied as the iodide). Bottle of 50. gastric hypermotility 
DOSAGE-—1 tablet t.i.d. at mealtime and 2 at bedtime. gastritis 
esophageal spasm 
Milpath-200— Each yellow, coated tablet contains 
i meprobamate 200 mg. and tridihexethyl chloride 25 mg. intestinal colic 
Bottle of 50. functional diarrhea* . 


‘DOSAGE-—1 or 2 tablets t.i.d. at mealtime and 2 at bedtime. G.I. symptoms of anxiety states 
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Clinical Evaluation of 


in G. I. Disorders 
Reported by 61 Physicians in 19 States 


EFFECTIVENESS SIDE EFFECTS 
Transient Visual 
. of Marked Slight Percentage of | Drowsi- Dry Disturb- Allergic 

DIAGNOSIS Cases | Improvement | Improvement | None | Effectiveness ness Mouth ances Reaction None 
ULCER, DUODENAL 45 2 1 97.9% 6 1 1 _ 41°) 
ULCER, GASTRIC 21 14 6 1 95.2% 2 1 - - 18 
GASTRITIS 
(acute, chronic) 
hypertrophic, 
alcoholic) 42 34 6 2 95.2% 6 1 _ _ 36* 
CHOLECYSTITIS 
(acute, chronic) 8 3 4 1 ~ 1 ~ _ ~ 7 
ESOPHAGOSPASM 4 3 1 - = 1 - - - 3 
CARDIOSPASM 3 2 - 1 1 2 
PYLOROSPASM 14 11 3 - 100.0% 2 1 
BILIARY 
DYSKINESIA 3 2 1 1 2 
PSYCHOPHYSIOLOGIC 
GASTRIC REACTION 
(Gastritis Nervosa, 
Nervous Stomach, 
Hypermotility, 
Hyperacidity, 
Climacteric) 49 34 13 2 95.9% 5 3 oo _ 41 
ANXIETY STATES 
WITH G.I. 
DISTURBANCE 24 13 7 4 83.3% 1 - 1 _ 22 
TOTALS 216 161 42 13 24 7 2 2 183 
PER CENT 75% 19% 6% 94.0% 11% 3% 9% 9% 849 


DOSAGE = One tablet t.i.d. at mealtime and 2 at bedtime. 


CONCLUSIONS - The great predictability of effectiveness and the low incidence of side effects make Milpath of great 
value in the treatment of gastrointestinal diseases, whether organic or psychophysiologic in nature. 


*In one patient, two side effects were reported. 


WW, WALLACE LABORATORIES New Brunswick, N. J. 
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The extended usefulness of TENTONE is readily apparent 


TENTONE® Methoxypromazine Maleate is a new, distinctive phenothiazine... highly active 
... for general use in mild and moderate emotional and psychosomatic disorders. 


TENTONE elicits a striking, positive calming response?...with marked reduction of 
psychic disorientation, and low risk of blood, liver or other organic toxicity and intolerance." 


TENTONE parallels the weaker ataractics in low incidence of side effects. Freedom from 
induced depression is apparently even greater.’ 


TENTONE provides a broadly adaptable dosage range (30 to 500 mg. daily) to permit 
maximum control in cases of varying severity. 


TENTONE is also indicated to relieve emotional stress in surgical, obstetric and other 
hospitalized patients. 
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nt fege: Mild to moderate cases —average starting dose, one 10 mg. or one 25 mg. tablet 
e or four times daily. Moderate to severe —average starting dose, one 50 mg. tablet 
ive F times daily. Supplied: 10 mg., 25 mg., and 50 mg. tablets. 


bdi, T., and Levy, H.: Clinical report, cited with permission. 2. Wetzler, R. A., and Phillips, R. M.: Clinical 
t, cited with permission. 3. Prigot, A.: Clinical report, cited with permission. 4. Gosline, E., et al.: Am. J. Psychiat. 
of B39 (April) 1959. 5. Turvey, S. E. C.: Clinical report, cited with permission. 
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RLE LABORATORIES, a Division of AMERICAN CYANAMID COMPANY, Pearl River, New York t Lederte ) 
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FAST- 
ACTING 
VASODILATION 
IN PLEASANT- 
TASTING, 
LIQUID 
FORM 


SAFE, PROMPT, ECONOMICAL 
‘PERIPHERAL VASODILATION 


FLEXIBLE DOSAGE FORM FOR 
ENT ACCEPT 


acid, 100 ribofla 
‘thiamine mononitrate, 


ELIXIR / VASTRAN TABLETS / VASTRAN AMP 


-WAMPOLE LABORATORIES 
STAMFORD, CONNECTICUT 
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NOW. more: ‘efficie nt, ‘sustained di diu uresk 
with. a_sincile 50 mo: tablet of this 
and im roved Oral diuretic 


DP sustaines. action hydroflumethiazide ‘Bristol’ 


TABLETS 


clinical research findings 


REFERENCES: 
1. —_ A. C., ~~ Duyn County Hospital, 


Onondaga, NY : Personal communica- 


tion. 

2. Ford, R. V., Nickell, J., and Dennis, E. 
W.: Ant. Med. & Clin. Ther. 6:461, 1959. 

3. Fuchs, M., Hahnemann Medical College, 
Philadelphia : Personal communication. 

4. Hudson, R., Meyer Memorial Hospital, 
Buffalo, N. Y.: Personal communication. 

5. Meilman, E., Long Hos- 
pital, New Hyde Park, N Persona’ 
communication. 

6. Yu, Paul, University of Rochester Medi- 
cal School, Rochester, N. Y.: Personal 


e Effective dose 50 mg. per day.'-® 
e@ Prompt sodium excretion, with ‘‘a duration of at least 18 hours.’’? 
e@ 30% more natriuresis than parenteral meralluride — 
62% more than oral chlorothiazide.* 
e Less potassium and bicarbonate excretion or pH change than with chloro- 
thiazide or hydrochlorothiazide.? 
e significant serum electrolyte changes.’’? 
e Continued effectiveness with prolonged use.':?*5 
e@ Well tolerated.'® 


INDICATIONS: 

SALURON is indicated for the treatment of salt and water retention associated 
with cardiac or renal insufficiency, hepatic cirrhosis, pregnancy, premenstrual 
syndrome, or steroid administration. 


DOSAGE: 

Usual dose one tablet on arising. Some patients respond to as little as 25 mg. 
per day; but doses as high as 400 mg. may be used. Ideally, the dosage should 
be adjusted to the individual patient’s need, so that effective diuresis is pro- 
duced with the minimal dose. 


SUPPLY: 
Scored 50 mg. tablets of sustained-action hydroflumethiazide; bottles of 50. 


Comprehensive information on administration, dosage and precautions on pack- 
age insert, or available on request. 
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Bost Pistol )LABORATORIES INC., SYRACUSE, NEW YORK 


T 


PAnock \= 


Sniffles and stuffiness “‘take the count” Sa, —’rownd-the-clock — with 


The long-acting nasal decongestant with the therapeutic ‘“‘one-two" 


Awake or asleep, your ‘‘cold patient” can be kept comfort- 
ably free of nasal dripping and congestion, watery eyes and 
stuffy head. These distressing symptoms ere gently but 
effectively ‘knocked out” by long-acting Naldecon’s thera- 
peutic one-two: 


“One”-—a combinetion of 2 potent decongestants, to re- 
duce mucosal swelling. 


“Two"—a combination of 2 dependable antihistaminics, 
to relieve allergic symptoms, 


Relief — within minutes — is easily maintained ‘round-the- 
clock, with t.i.d. dosage of this unique nasal decongestant. 


BRISTOL 
LABORATORIES INC. 


SYRACUSE, NEW YORK 


tablets 


NALDECON TABLETS 


Each long-ecting NALDECON 
“*tablet-within-a-tablet” contains: 


Inner Caro 
Outer Layer (additional Yetal Content 
to 4 Roure 3to4 hours (6 to 8 hours 
DECONGESTANTS: ralief) relief) 
Phenylephrine HCI Smg. 10mg. 
Phenylpropanolamine HCl 20 on 20mg. 40mg. 
ANTIHISTAMINICS: 
Phenyitoloxamine citrate 7.5mg. 7.5 mg. 15 mg. 


Chiorpheniramine maleate 2.5mg. 2.5 mg. 5 mg. 


Dosage, Naidecon Tablets — Adults and children over 12: 
One tablet morning, afternoon and evening for ‘round-the- 
clock relief. Children 6 to 12: One-half tablet morning, after- 
noon and evening. 
Also available — NALDECON SYRUP 

Each teaspoonful (5 cc.) of NALDECON Syrup contains: 
phenylephrine HCi, 5 mg.; phenylpropanolamine HCI, 20 
mg.; phenylitoloxamine citrate, 7.5 mg., and chiorphenira- 
mine maleate, 2.5 mg. 

Naidecon Syrup— Adults and children over 12: One 
tsp. (5 cc.) every 3 or 4 hours. Children 6 to 12: One-half 
tsp. every 3 or 4 hours. Under 6: In proportion. 
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in peripheral vascular disease... 
direct, prolonged action 


In both vasospastic and occlusive peripheral vascular diseases, 

_ CYcLospasMot is orally effective, well tolerated, and notably free 
from side-effects. Clinically proved, it is recommended for the 
control of intermittent claudication in arteriosclerosis obliterans, 
Raynaud’s disease, and Buerger’s disease. Also for treatment of trophic 
and diabetic ulcerations and for circulatory impairment of feet, 
legs, and hands. 


VASODILATING EFFECT OF CYCLOSPASMOL DEMONSTRATED BY THERMAL DATA' 


Before CycLosPASMOL therapy—average skin temper- After CycLospasmoL therapy (100 mg. q.i.d. for 2 
ature of fingertips of both hands weeks)—average skin temperature of fingertips of 
both hands 


Omin. 5 Omin. 5 


Patient is 65-year-old woman suffering from peripheral vascular disease attended by 
vasospasm. Before CycLosPAsMOL, skin temperature remains almost constant fol- 
lowing ice bath. Skin temperature climbs six degrees in the same interval, however, 
when patient is on CYCLOSPASMOL therapy. 


CYCLOSPASMOL 


IVES-CAMERON 
1 mandelate), 
COMPANY 


Reference: 1. Kappert, A.: Schweiz. med. Wchnschr. 85:273, 1955. Bibliography: 1. Van Wijk, T.W.: 
Angiology 4:103, 1953. 2. Gilhespy, R.O.: Brit. M.J.2:1543, 1957. 3. Gilhespy, R.O.: Angiology 7:27, 1956. 
4. Winsor, T.: Angiology 4:134, 1953. 5. Reeder, J.J.: Geneesk. gids. 31 :370, 1953. 


New York 16, N.Y. 
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to help digest carbohydrates « to forestall vitamin deficiencies 


Each Kapseal contains: 

Taka-Diastase® (aspergillus oryzae enzymes) 2% gr. 
Vitamin B, (thiamine) mononitrate ....... 10 mg. 
Vitamin B, (riboflavin) ................. 10 mg 
Vitamin B, (pyridoxine hydrochloride) . . . . 0.5 mg 
Pantothenic acid (as the sodium salt) ....... 3 mg 
Nicotinamide (niacinamide) ............. 10 mg 
Vitamin C (ascorbic acid) .............+ 30 mg. 
Vitamin (crystalline) ................ 1 mcg. 
Liver Concentrate, N. FE .............. 0.17 Gm. 
Liver Fraction No. 2,N. FE ............ 0.17 Gm. 


Supplied in bottles of 100 and 1,000. 
TAKA-COMBEX elixir containing Taka-Diastase, 
Vitamins B,, B., Bg, pantothenic acid, and nicotin- 
amide is also available in 1-pint bottles. 


Other dependable COMBEX products: 


completes the picture in high starch diets 


KAPSEALS® 


when requirements for B-complex are increased 


COMBEX® KAPSEALS 


- bottles of 100, 500, and 1,000 


for combined B-complex and C deficiencies 


COMBEX WITH VITAMIN C KAPSEALS 


bottles of 100, 500, and 1,000 

for a rapid increase in B-complex reserves 
COMBEX PARENTERAL 

10-cc. Steri-Vials® 

for correction of severe vitamin B-complex 
C deficiencies 


THERA-COMBEX® KAPSEALS 
bottles of 100 and 1,000 


PARKE, DAVIS & COMPANY 


DETROIT 32, MICHIGAN 
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Remember 


“SERPASIL 


(reserpine CIBA) 


“for the anxious 
hypertensive 
with or without 
_ tachycardia 


Tessalon perles stop cough fast — and they're 
convenient to take. No mess, no spillage, 20 
awkward spoons or bottles to carry around 
Another advantage: no taste. An exact, effec 
tive dose is sealed in a tiny gelatin sphere. 
Reasons why Tessalon stops cough so effective 
ly: it acts where cough begins —in the chest; it 
acts at the cough reflex center—in the medulla; 
it acts promptly —within 15 to 20 minutes, the 
effect lasting up to 8 hours. Tessalon is not: 
narcotic, yet has been reported 2% times more 
effective than codeine in suppressing cough.’ 
SUPPLIED: Tessalon Perles, 100 mg. (yellow); bottles @ 
100. Tessalon Pediatric Perles (for children under 10), 


50 mg. (red); bottles of 100. Also available (for us 


when oral administration of Tessalon is precluded): 
Ampuls, 1 ml. (5 mg.); cartons of 5. ‘ 

1, Shane, 8.J., Krzyski, T,K., and Copp, 
8.E.: Canad. M.A. J. 77:600 (Sent. 15) 1957. 


TESSALON® (benzonatate 


Summit, New Jers 
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on one Capsule d 


PRO 


Hematinic Lederie 


Each PRONEMIA capsule contains: 
Vitamin B,. with AUTRINIC 
Intrinsic Factor Concentrate 
2 U.S.P. Oral Units 


Ferrous Fumarate ............ 350 mg. 
Iron (as Fumarate)........... 115 mg. 
Ascorbic Acid (C)......... --+- 150 mg. 


Also available: FALVIN® Hematinic two- 
a-day formula and PERIHEMIN® Hema- 
tinic three-a-day formula. 


Levee Lasoratories 
a Division of 
AMERICAN CYANAMID COMPANY 
Pearl River, New York 


December 1959 


NORMAL... 
SUSTAINED 


NEMIA 


EASY-TO-TAKE IRON — Highly efficient, excellently tolerated source 
of nutritional iron, ferrous fumarate, for dependable hemopoietic 
response. Gentle on the g.i. tract... fewer interruptions of therapy 
due to side effects. 


EASY-TO-REMEMBER DOSAGE—Single capsule regimen assures con- 
sistent response...reduces chance of inadequate intake from 
“forgotten” doses. Full therapeutic iron allowance, plus comple- 
menting hematinic formula including B,, and AUTRINIC® Intrinsic 
Factor Concentrate. 
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Atopic dermatitis before treatment 


NOW... 
relieve inflammation fast 


mg. for mg. the most active steroid topically—up to 40 times the potency morc 


of hydrocortisone nore 


optimal not minimal steroid concentration for peak effectiveness . . . Ma Beayy, 
imal contact at the site of the lesion tube 


@ stops the itch-scratch cycle to aid inflammation relief and maintain patient Boss 
e 


comfort day and night “8 

quick-acting broad antimicrobial activity when infection threatens recovely 
no irritating steroid particles, no sting, stain, smell, stickiness eoD 
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After treatment 


TOPICAL CREAM 


INDICATIONS: Allergic or inflammatory dermatoses, with or 
without pruritus; sunburn; insect bites; otitis externa 
(only if the drum is intact). 


CAUTION: Steroids should not be used in the presence of 
tuberculosis of the skin. > 


DOSAGE: A small quantity of NeoDECADRON Topical Cream 
(0.1%) is applied to the affected area 2-3 times daily. 


Additional information is available to physicians on request. 


eoDECADRON and DECADRON are trademarks of Merck & Co., INc. 


ACTUAL CLINICAL PHOTOGRAPHS 


DEXAMETHASONE 21-PHOSPHATE—NEOMYCIN SULFATE 
ACTIVE INGREDIENTS 


Steroid | Dexamethasone 
Product | Concen- 21-Phosphate sem Supplied 
tration | (as disodium salt) — 
5 5 Gm. 
“Topical | Ole 1 mg./Gm. tbe 
® be 
DECADRON ( u 
Phosphate 0.1% 1 mg./Gm. oo 


MERCK SHARP & DOHME Division of Meck & Co, Inc. Philadelphia 1, Pa. 


Provides fast, high blood and tissue concentrations—plus an unpar- 
alleled safety record. Erythrocin is available in easy-to-swallow 
Filmtabs® (100 and 250 mg.); in tasty, citrus-flavored Oral Suspen- 
sion (200 mg. per 5-cc. teaspoonful); and 
for intravenous and intramuscular use. 


ABBOTT 


© FULMTABS FILM-SEALED TABLETS, ABBOTT; U.S. PAT. NO. 2,881,088 
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The superior effectiveness of DIABINESE increases the chance 
of success of oral therapy in your diabetic patients. More- 
over, in properly regulated dosage, DIABINESE is free from 
significant incidence of serious side effects. Incidentally, 
your patients will appreciate the economy possible (savings 
up to 50%) when DIABINESE is the oral therapy selected. 


DIABINESE 


brand of chlorpropamide 
economical once-a-day dosage 


Science for the world’s well-being™ 


the oral antidiabetic most likely to succeed a 


when replacement or reduction of insulin is desirable... 


“Patient B. G. ... , a 64-year-old white male with diabetes of 5 years’ duration regulated 
by 64 units of NPH and regular insulin...The effective replacement of so large a dose of 
insulin by so small a dose of sulfonylurea [250 mg. DIABINESE/day] is striking.” 


Beaser, S. B.: Ann. New York Acad. Sc. 74:701, 1959. 


when other oral therapy has failed... 


“Eleven diabetic patients who responded poorly to tolbutamide were treated with chlor- 
propamide. All responded better to chlorpropamide at considerably lower daily dosages 


in most cases.” 


Knauff, R. E.; Fajans, S.S.; Ramirez, E.,and Conn, J. W.: 
Ann. New York Acad. Sc. 74:603, 1959. 


when dietary control proves impractical... 


“Six patients were selected for a trial with chlorpropamide. These were all persons who 


had stable diabetes of the adult type and who could not be controlled by dietary manage- 
ment alone... 


“It can be seen that in all cases satisfactory postprandial control of the patient was obtained 
with chlorpropamide in varying doses.” 
Radding, R. S.: Texas J. Med. 55:110, 1959. 


the oral antidiabetic most likely to succeed 


NSN 


economical once-a-day dosage 


brand of chlorpropamide 
available as 100 mg. and 250 mg. scored tablets 
For complete information write to the Medical Department, PFIZER LABORATORIES Division, Chas. Pfizer & Co., Inc. Brooklyn 6, New York 
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PHOSPHORUS-FREE, 
DRY-FILL CAPSULES 


ANTIANEMIA FACTORS 


3. 
Vlher LABORATORIES, INC., MOUNT VERNON, N.Y., U.S.A. 
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breakfast 
the run... 
lunch 

the 
time for 


high potency {J vitamin-mineral formula 


When dietary habits are poor, MYADEC 
helps prevent vitamin-mineral deficiencies 
by providing comprehensive nutritional 
supplementation. Just one capsule daily 
supplies therapeutic doses of nine 
important vitamins plus significant 

. quantities of eleven essential minerals 
and trace elements. 


Each MYADEC Capsule contains: 
VITAMINS: 
Vitamin Bs crystalline ...... 5 meg. 
Vitamin B: (riboflavin) ...... 10mg. 
Vitamin B, (pyridoxine 

hydrochloride) .......... 2mg. 
Vitamin B, mononitrate ..... 10mg. 
Nicotinamide (niacinamide) . . 100 mg. 
Vitamin C (ascorbic acid)... . 150 mg. 
Vitamin A......(7.5 mg.) 25,000 units 
Vitamin D..... .(25 meg.) 1,000 units 
Vitamin E (d-alpha-tocopheryl- 

acetate concentrate) .......5 LU. 
MINERALS (as inorganic salts): 
Manganese ............. 1.0 mg. 
OL mg, 
Potassium .............. 5.0 mg. 
Molybdenum ............ 0.2 mg. 
UB 
Magnesium ............. 6,0 mg. 
Calcium ................ 105.0 mg. 
Phosphorus ............. 80.0 mg. 


Bottles of 30, 100, 250, and 1,000. mH Pilla 
PARKE, DAVIS & COMPANY « |pP\% 
DETROIT 32, MICHIGAN 
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NOW... 


a more effective uricosuric agent 
for chronic gout and gouty arthritis 


t 


“...more potent mg. per mg. than any other oral preparation.’ 


The minimum effective dose of FLEX1N zoxazolamine is substantially lower than that 
of any other uricosuric drug.'.2 This greater potency on smaller dosage provides 
unmatched clinical advantages in the management of the gouty patient: 


increases urinary urate excretion four-to eightfold 

markedly reduces serum uric acid 

lessens frequency and severity of acute attacks . 

facilitates resorption of existing tophi... prevents formation of new tophi 
minimizes side effects...maintains effectiveness indefinitely 

helps return patients to normal activities 


Supplied: FLEx1N® Tablets, 250 mg., scored, yellow, bottles of 50. 


Recommended Dosage: 125 mg. of FLEX1N® zoxazolamine, three or four times a day with food or 
after meals. 

Should concomitant analgesia be desired, TYLEN O L® acetaminophen will not counteract the uricosuric 
effect of zoxazolamine. 

(1) Talbot, J. H.: Arth. & Rheumat. 2:182 (April) 1959. (2) Burns, J. J.; Ya, T. F.; Berger, L., and Gutman, A. B.: 
Am. J. Med. 25:401 (Sept.) 1958. 

*U.S. Patent Pending 


McNEIL LABORATORIES, INC » PHILADELPHIA 32, PA. McNEIL 
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|, tree. the patient 
™icromulsion bowel regulator Pate 
niove inthe rightdirection 
action after prolonged use of habit-forming 
clinical investigations over a 25-year peric 
normal bowel function through micromul- 
action on the a 
@  konpremut — the delicious, easy-to-take 
encapsulated in Irish Moss—mixes readily 
“Write today for your supply of A Guidé to’ 
therapy and thus: help mselves maintain 
| Se Smith, Miller & Patch, Inc. 
FINE PHARMACEUTICALS + 902 BROADWAY,N. Y. 10 
Pie 


o many 


“hyfertensive 
_ prefer f 


It spares them from the usual rauwolfia side effects 


FOR EXAMPLE: “A clinical study made of syrosingopine [Singoserp] therapy in 77 ambulant 
patients with essential hypertension demonstrated this agent to be effective in reducing 
hypertension, although the daily dosage required is higher than that of reserpine. Severe 
side-effects are infrequent, and this attribute of syrosingopine is its chief advantage over 
other Rauwolfia preparations. The drug appears useful in the management of patients with 
essential hypertension.”* 

*Herrmann, G. R., Vogelpohl, E. B., Hejtmancik, M. R., and Wright, J. C.: J.A.M.A. 169:1609 (April 4) 1959. 


singoserp 


(syrosingopine CIBA) 


First drug to try in new hypertensive patients 


First drug to add in hypertensive patients already on medication 


suppLiep: Singoserp Tablets, 1 mg. (white, scored); bottles of 100. Samples available on request. 
Write to CIBA, Box 277, Summit, N. J. 
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FOR N ATUR A Guaranteed physiologic Ca:P ratio of 


<7 14:1 (not available in any other liquid 
ae infant formula product). Comparable to 
a TRANQUILITY breast milk, more physiologic than cow’s 

milk—minimizes restlessness, wakefulness, 
FEED excessive crying 


NEW LIQUID AND POWDERED Easy for mothers — just add water 


PHARMACEUTICAL DIVISION 350 Madison Avenue, New York 17 
BREMIL MULL-SOY DRYCO BETA LACTOSE * KLIM 


° 
AND FOR THOSE WHO CAN’T “TAKE” MILK...MULL-S oy® CONFORMS 10 CODE FOR ADVERTISING 
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in Turkey, 
it’s called the ‘Turkey trot’ 


diarrhea by any name 

GASTROENTERITIS 

BACILLARY DYSENTERY 
PARADYSENTERY 
SALMONELLOSIS 
DIARRHEA OF THE NEWBORN 
NONSPECIFIC DIARRHEA 

“SUMMER COMPLAINT” 


usually responds rapidly to 


NEOMYCIN-SULFASUXIDINE@-KAOLIN-PECTIN SUSPENSION 


for rapid relief of virtually all diarrheas 


fruit-flavored, readily accepted by patients of all ages* 


Neomycin—rapidly bactericidal against most intestinal 
pathogens, but is relatively ineffective against such 
diarrhea-causing organisms as Shigella. 


SULFASUXIDINE,—an ideal adjunct to neomycin because 
it is highly effective against Shigella and certain other 
neomycin-resistant organisms. 


Kaolin and Pectin—coat and soothe the inflamed mucosa, 
adsorb toxins, help reduce intestinal hypermotility, 
help provide rapid symptomatic relief. 


*For infants, CREMOMYCIN may be administered 
in the regular bottle feeding since its fine particles 
easily pass through a standard nursing nipple. 


Db MERCK SHARP & DOHME, DIVISION OF MERCK & CO., Ivc., PHILA. 1, PA. 


AND are OF MERCK & CO., INC. 
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INFANT NUTRITION—A 


2 


A wide divergence of opinion has arisen between advocates 
of traditional high-protein formulas and those who prefer 
lower-protein formulas patterned after breast milk. 


The importance of this controversy has been recognized 
by the Journal of Pediatrics, which recently devoted an issue 
to this aspect of infant nutrition. 


In an editorial on the issues involved, Lee Forrest Hill? 
states that “. .. the present controversy will serve a most 
useful purpose by making physicians more aware of the 
complexities of infant feeding and the need for 

a more critical evaluation of what is prescribed in terms 
of its nutritional potential.” 


Robert E. Cooke,! in another editorial, asserts: 

“Since environment such as temperature is not static and 
since the infant is in a constant state of physiological 
maturation, optimal allowance for protein 

in relation to calories and water cannot be stated 

for all infants everywhere.” 


To serve the interests of physicians who recognize the 
need for a breast-milk-type formula we are introducing 
Enfamil—the nearest approximation of human 

breast milk available today. 


The variability in the nutritional requirements among 
infants has been the constant challenge of Mead Johnson 
and Company since 1911. To meet this challenge 

we offer a comprehensive line of products expressly 
designed to fulfill each well defined nutritional need. 


These products, as described on the following page, 

are specifically formulated to meet all nutritional needs 
in formula feeding in the practice of pediatrics. 

With them the physician can feed the normal well infant. 
He can also provide for sound growth and development 

in such diverse conditions as allergy, pancreatic 

fibrosis and phenylketonuria. 


Thus Mead Johnson serves—and will continue to serve— 


all physicians concerned with infant nutrition. 


1. Cooke, R. E.: J. Pediat. 54: 548 (April) 1959. 
2. Hill, L. F.: J. Pediat. 54: 545 (April) 1959. 


MEAD JOHNSON & COMPANY, EVANSVILLE 21, INDIANA 
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meets every need in infant feeding 


SOSEE® 


PROBANA® 


phenylketonuria 
LOFENALAC® 


The Mead Johnson formula line... 


For allergic and potentially allergic infants 


Hypoallergenic soya formula / liquid * powder 


For infants sensitive to any intact protein 


NUTRAMIGEN® 
Protein hydrolysate formula / powder 


For therapeutic feeding 


High protein formula with banana powder / 
powder 


For nourishment of patients with 


Low phenylalanine food / powder 


MEAD JOHNSON & COMPANY, EVANSVILLE 21, INDIANA 


For normal term infants 
and prematures 


Nearest to mother’s milk in nutritional 
breadth and balance 

ENFAMIL* 

Infant formula / liquid * powder 

To serve the interests of physicians who pre- 
fer a formula of this composition, there is 
no product nearer to human breast milk 
presently available. 


Modified milk formula 
LACTUM® 

Modified milk formula / liquid * powder 
Proportions of Lactum correspond to modi- 
fied milk formulas widely prescribed and used 
successfully in feeding millions of babies. 


For milk modification 
DEXTRI-MALTOSE® 

Carbohydrate formula modifier / powder 

No other carbohydrate enjoys so rich and en- 
during a background of clinical acceptance. 
Non-sweet, economical, easy to use. 


For infants sensitive to milk 


For pancreatic fibrosis, idiopathic celiac 
disease, marasmus, steatorrhea, diarrheas 


Mead Johnson 


Symbol of service in medicine * TRADEMARK 
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Until DIAMOX was added to the regimen, 56 epileptic children had 
proved refractory to standard anticonvulsant therapies. Then almost 
80 per cent responded with striking decrease in frequency, number 
and severity of seizures of all types—with 35 cases in the complete 
remission group. 

Control was usually prompt, with results often apparent within hours. 
Some cases were maintained seizure-free for as long as 20 months 
on DIAMOX. 


, Despite length of therapy and large dosages, side effects were few 
SKIZURES and not serious. However, desirable associated effects, such as im- 
proved disposition and increased mental capability, were noted in a 


number of cases. 
Supplied: Scored tablets of 250 mg. 


1. Holowach, J., and Thurston, D. L.: J. Pediat. 53:160, 1958. Acetazolamide Lederle 
(Geert) LEDERLE LABORATORIES, a Division of AMERICAN CYANAMID COMPANY, Pearl River, New York 
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COLIFORMS REMOVED FROM STOOLS OF MAJORITY OF PATIENTS AFTER ONE DAY 


COLIFORMS PRESENT 


OF KANTREX THERAPY’ 
courorms ABSENT 


In this study, coliforms were 
found in all 18 control speci- 
mens before KANTREX was ad- 
ministered. By the end of the 
first day of therapy, they had 
been removed from 69% of the 
patients; by the end of the sec- 
ond day, from 89% of the pa- 
tients; and by the end of the 
third day, from all of the pa- 
tients. Following cessation of 
therapy, the intestinal micro- 
flora returned rapidly to nor- 
mal. KaNTREx dosage consisted 
of 1 Gm. (2 capsules) every 
hour for 4 hours, then 1 Gm. 
every 6 hours for 72 hours. 
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“the only single agent’ to be 


recommended out of 30 drugs, 


combinations and dosages studied’... 


CAPSULES 


‘Based on experience with “more than 30 drugs, drug combinations, and drug 
dosages” for bowel sterilization, Cohn reported that KANTREx is “the only 
single agent” that can be recommended for such use, and is “superior to neo- 
mycin.”! In another report, Cohn and Longacre cited the advantages of 
KanTREx as: negligible absorption from the gastrointestinal tract, “rapid and 
satisfactory control of streptococci, coliforms, and clostridia,” and the failure 
of yeasts or staphylococci to proliferate during therapy.” Still others have 
termed it “‘an excellent intestinal antiseptic.”’* 

DOSAGE FOR PREOPERATIVE BOWEL STERILIZATION: 1.0 Gm. (2 capsules) every 
hour for 4 hours, followed by 1.0 Gm. (2 capsules) every 6 hours for 36 to 72 
hours. Duration of therapy depends on condition of patient, concurrent 
mechanical cleansing, and clinical judgment of the surgeon. 

KANTREX Capsules are also indicated in References: 1. Cohn, I., Jr.: Annals N. Y. 
the treatment of intestinal infections due Acad. Sci. 76:212, 1958. 2. Cohn, I., Jr., 
to kanamycin-sensitive organisms, includ» and Longacre, A. B.: S. G. & O. 108:100, 
ing Shigella and Salmonella. 1959. 3. Finegold, S. M., et al.: Annals N. Y. 
Supply: KANTREX Capsules, 0.5 Gm. kana- Acad. Sci. 76:319, 1958. 

mycin (as sulfate); bottles of 20 and 100. 


KANTREX Sensitivity Discs and comprehensive literature available on request. 


| 

Bristol 

BF STOL LABORATORIES INC., SYRACUSE, N.Y. ” 


REDUCES PAIN IN ANGINA PECTORIS 


NIAMID, in clinical tests, proved to have a high degree of safety and to bea 
valuable adjunct in the management of the anginal syndrome. NIAMID pro- 
duces symptomatic improvement in angina patients... 


e reduces frequency of anginal episodes 
e diminishes severity of attacks 

e decreases nitroglycerin requirements 
e renews sense of well-being . 


posaGeE: Start with 75 mg. of NIAMID daily in single or divided doses. After a week 
or more, adjust the dosage, depending on patient response, in. steps of one or one- 
half 25 mg. tablet. Once improvement is seen, gradually reduce dosage to the main- 
tenance level. Many patients respond to NIAMID within a few days, others within 
7 to 14 days. 


PRECAUTIONS: Side effects are infrequent and mild, and often lessened or eliminated 
by a reduction in dosage. Hypotensive effects have rarely been-noted and no jaundice 
or other evidence of liver damage has been reported in patients receiving NIAMD. 
However, in patients with a history of liver disease, the possibility of hepatic reac- 
tions should be kept in mind. Despite dramatic relief of symptoms and increased 
sense of well-being in anginal cases, it is advisable to caution the patient against 
overexertion. 


SUPPLY: NIAMID is available in 25 mg. (pink) and 100 mg. (orange) scored tablets. 


A Professional Information Booklet giving detailed information on Niamid is avail- 
able on request. 


*Trademark for brand of nialamide 


‘Pfizer Science for the world’s well-being 


PFIZER LABORATORIES, Division, Chas. Pfizer & Co., Inc., Brooklyn 6, N. Y. 
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- effective control 
of inflammatory 
and 
allergic symptoms” 


minimal disturbance 

of the patient’s 
chemical and psychic 
balance*” 


Subst 7 
antiated by published reports of leading clinicians 
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At anti-inflammatory and antiallergic dosage levels, 
ARISTOCORT means: 


e freedom from salt and water retention 


¢ virtual freedom from potassium depletion 


negligible calcium depletion 
¢ euphoria and depression rare 


* no voracious appetite—no excessive weight gain 
¢ low incidence of peptic ulcer 


* low incidence of osteoporosis with compression fracture 


Precautions: All traditional precautions to corticosteroid therapy apply. Dosage 
should be adjusted to the smallest amount needed to suppress symptoms. 

Supplied: Scored tablets of 1 mg. (yellow) ; 2 mg. (pink) ; 4 mg. (white) ; and 
16 mg. (white). Diacetate Parenteral (for intrasynovial and intra-articular injec- 
tion). Vials of 5 cc. (25 mg./ce.); Diacetate Syrup, bottles of 4 fl. oz. (2 mg. per 5 cc.). 


References: 1. Duke, C. J. and Oviedo, R.: Antibiotic Med. & Clin. 
Ther. 5:710 (Dec.) 1958. 2. McGavack, T. H.: Clin. Med. (June) 
1959. 3. Freyberg, R. H.; Berntsen, C. A., Jr., and Hellman, L.: 
Arthritis and Rheumatism 1:215 (June) 1958. 4. Hartung, E. F.: 
J.A.M.A. 169:973 (June 21) 1958. 5. Hartung, E. F.: J. Florida 
Acad. Gen. Pract. 8:18, 1958. 6. Zuckner, J.; Ramsey, R. H.; 
Caciolo, C., and Gantner, G. E., Jr.: Ann. Rheumat. Dis. 17:398 
(Dec.) 1958. 7. McGavack, T. H.; Kao, K. T.; Leake, D. A.; 
Bauer, H. G., and Berger, H. E.: Am. J. M. Sc. 236:720 (Dec.) 
1958. 8. Council on Drugs: J.4.M.A. 169:257 (January 17) 1959. 
9. Spies, T. D.: South. M. J. 50:216 (Feb.) 1957. 10. Feinberg, 
S. M.; Feinberg, A. R., and Fisherman, E. W.: J.A.M.A. 167:58 
(May 3) 1958. 11. Segal, M. S. and Duvenci, J.: Bull. Tufts North- 
east M. Center 4:71 (April-June) 1958. 12. Segal, M. S.: Report to 
the A.M.A. Council on Drugs, J.A.M.A. 169:1063 (March 7) 1958. 
13. Appel, B.; Tye, M. J., and Liebsohn, E.: Antibiotic Med. & 
Clin. Ther. 5:716 (Dec.) 1958. 14. Kalz, F.: Canad. M.A.J. 79:400 
(Sept.) 1958. 15. Mullins, J. F. and Wilson, C. J.: Texas J. Med. 
54:648 (Sept.) 1958. 16. Shelley, W. B.; Harun, J. S., and 
Pillsbury, D. M.: J.4.M.A. 167:959 (June 21) 1958. 17. DuBois, 
E. L.: J.A.M.A. 167 :1590. 


Lior) LEDERLE LABORATORIES, A Division of. AMERICAN CYANAMID COMPANY, Pearl River, N.Y. 


BABY 


LOTION 


the over-all infant shin 


; helps keep baby’s skin 


tect against ammonia-produc ng 
other common skin bacteria 


free from mineral oil. 


DESITIN BABY LOTION is 
non-greasy, stainless, free-flowing, 


pleasantly scented. Effectively helps 
tone and condition adults’ skin too 


for SAMPLES and literature, write 


*Trade Mark 


DESITIN CHEMICAL COMPANY e 


812 Branch Avenue, Providence 4, R 
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with LANO-DES*, soothing, 
aif lubricating liquid lanolin: 
CQALINY 
with hewachlorophene. Dro- 
with special emulsifiers to 
es cleanse gently and safely... 
|. 
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all through pregnancy ... 
a cheerful outlook 


without autonomic toxicity reactions 


By permission of the Cleveland Health Museum, possessors of the original 


One of your safest adjuncts for 
successful management of pregnancy 


December 1959 


1 ZERRER DE 
Bete 


® 
Philadelphia 1, Pa. 


eprobamate, Wyeth 
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CHILDREN 


NEW ILOSONE® 125 SUSPENSION 


Lauryl Sulfate delici ously flavored . decisively effective 


Formula: Each 5-cc. teaspoonful provides Ilosone Laury]l Sulfate equivalent to 125 mg. 
mycin base activity. 


Usual Dosage: 
10 to 25 pounds 5 mg. per pound of body weight every 
25 to 50 pounds 1 teaspoonful six 
Over 50 pounds 2 teaspoonfuls hours 
In more severe infections, these dosages may be doubled. 


Supplied: In bottles of 60 cc. Hlosone® (propionyl erythromycin ester, Lilly) 
llosone® Laury! Sulfate (propiony! erythromycin ester lauryl! sulfate, Lilly) 


ELi LILLY AND COMPANY + INDIANAPOLIS 6, INDIANA, U.S.A. 
932702 
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Fiexes in all 
assy fir an te of the 


Flexes in one plone —ins 
inserts edsily needa: no 


‘cing Spring Diap 
Forms perfect orc — casy to insert...ideai for the norma! and difficult-to-fit patient. 
iaphragm (coil Spring) | 
— 
Diaphragm cic: spring) 
A COMPLET E CHOICE Ortho® 
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nore steroid to the ite 


Prednisolone 21+ 
WDELTRASOL provides its Steroid Component in true solution—a definite therapeutic benefit, 
more Of steroid is immediately available to inflamed nasal mucosa. 


in @mmatory action a@fthe prednisolone 21-phosphate is reinforced by two valuable decon- 


MERCK SHARP & DOHME 
Division of Merck & Co., Inc., Philadelphia 1, Pa. 
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a refinement in rauwolfia alkaloid therapy 


® 
Jor better management of hypertension Mm 0 (| er] 


brand of rescinnamine 


a purified alkaloid of rauwolfia... 
lessens the frequency and/or severity 
of these reserpine side effects: 


mental depression - bradycardia - sedation 
- weakness - fatigue - lassitude - sleepiness - 
nightmares - gastrointestinal effects 


useful alone for gradual, sustained 
lowering of blood pressure in mild to 
moderate labile hypertension 


useful as adjunctive therapy in severe 
hypertension for reducing dosage and thus 
side effects of other agents 


Professional information 
available on request 
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NEW 


LAURYL SULFATE 


(propionyl erythromycin ester lauryl sulfate, Lilly) 


Deliciously flavored - Decisively effective - Exceptionally safe 


FORMULA 
Each 5-cc. teaspoonful provides Ilosone Lauryl Sulfate equiva- 
lent to 125 mg. erythromycin base activity. 


Usua.L DosAGE 


10 to 25 pounds 5 mg. per pound of 
body weight 


25 to 50 pounds 1 teaspoonful 
Over 50 pounds 2 teaspoonfuls 


In more severe infections, these dosages may be doubled. 


every six hours 


SUPPLIED in bottles of 60 cc. 


NEW! ILOSONE DROPS 


LAURYL SULFATE 


Formula: Each drop provides llosone Lauryl Sulfate equivalent to 5 mg. 
erythromycin base activity. 


Supplied in bottles of 10 cc. 


EL! LILLY AND COMPANY « INDIANAPOLIS 6, INDIANA, U.S.A. 
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_ In angina pectoris... 
_ protects against the 
effort-emotion threat | 


Pentraline 


Because both effort and emotion can 
_. bring on an angina attack, PENTRALINE 
has been formulated to protect against : 
both of these potential precipitants. % 


The effects of effort are checked by 
pentaerythritol tetranitrate. Safe, 

long acting, and well tolerated, this 
vasodilator improves the blood flow é 
through the coronary arteries. 


For protection against danger from 

emotion, PENTRALINE marshals two 7 
proved agents: BUTISOL Sop1uM® for /# 
gentle, reliable sedation; and small, _ 
safe doses of reserpine for a inild 


10 mg. ; reserpine—0.05 mg. 


tranquilizing effect. 
Each scored, pink tablet contains: 
Pentaerythritol tetranitrate—10 mg.; L 
BurTisoL SopiuM® butabarbital sodium— 


Dosage: The usual dose is one tablet 
four times a day administered 
before meals and at bedtime. 


Note: PENTRALINE is not intended 
for treatment of acute attacks 
of angina pectoris, but rather 
for routine daily use as a 
preventive measure. 
*Trade-mark 


(MeNEIL) 


| 
og McNeil Laboratories, Inc Philadelphia 32, Pa. 


Your difficult rheumatic patient... 


through effective relief and rehabilitatio: 


PABALATE® 
Reciprocally acting nonster- 
oid antirheumatics . . . more 
effective than salicylate alone. 
In each enteric-coated tablet: 
— salicylate U.S.P.....0.3 Gm. (5 gr.) 


0.3 Gm. (5 gr.) 


orbic aci 50.0 mg. 


For the patient who does not require steroids 


or for the patient 
who should avoid sodium 


PABALATE® - Sodium Free 
Pabalate, with sodium salts 
replaced by potassium salts. 


In each enteric-coated tablet: 


Potassium salicylate .......... 0.3 Gm. (5 gr.) 
Potassium 

para-aminobenzoate ......0.3 Gm. (5 gr.) 
Ascorbic acid 50.0 mg. 


For the patient 
who requires steroids 


PABALATE®-HC 
(PABALATE WITH HYDROCORTISONE) 


Comprehensive synergistic 
combination of steroid and 
nonsteroid antirheumatics... 
full hormone effects on low 
hormone dosage... . satisfac- 
tory remission of rheumatic 
symptoms in 85 % of patients 
tested. 

In each enteric-coated tablet: 


_ Hydrocortisone (alcohol) ............ 2.5 mg. 
Potassium Salicylate ............0000 0.3 Gm. 
Potassium para-aminobenzoate.. 0.3 Gm. 
Ascorbic acid 50.0 mg. 


PABALATE-HC 


For steroid or non-steroid therapy: SAFE DEPENDABLE ECONOMICAL - 
A. H. ROBINS CO., INC., RICHMOND 20, VIRGINIA * Ethical Pharmaceuticals of Merit since 1878 
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a new of the Laderle 
vitamin family ...new cherry-filavored | 
... for infants and children 


SYRUP 
for 
WA FLAVORSOME CHERRY 


= Comprehensive multivitamin supplement designed VI-TYKE Syrup in 12 oz. dispenser can 
...no spilling—no mess. 


for growing infants and active youngsters. Each tsp. (5 cc.) daily dose contains: 

® Refreshing cherry taste, a flavor-favorite with chil- 3,000 U.S.P. 

dren of all ages ... no unpleasant aftertaste. 800 Units 

® Convenient to give—as syrup from the new push- 

button dispenser, or as pediatric drops from the 50 cc. #icorbie eid (C) ..--- 

bottle with handy calibrated dropper. 

Methylparaben 0.08% 


KEEPS them growing ...and going... better! Propylparaben ...............-- 0.02% 


Liquid Multivitamins Lederle 


LEDERLE LABORATORIES, a Division of AMERICAN CYANAMID COMPANY, Pear! River, New York 
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In CONSTIPATION... 
Relief ? Certainly. 
But, what about the atonic_bonel ? 


MODANE 


for both! 


Consider the task . . . Usually it is more than 
just moving fecal matter. Often, the atonic 
bowel cries for rehabilitation! MODANE answers 
both needs. 


FOR ONE HALF OF THE PROBLEM 


MODANE provides Danthron—non-irritating, non- 
habit-forming, overnight de-constipant which acts 
gently, positively, on the large bowel only. 


. - - FOR THE OTHER HALF 


MODANE supplies Pantothenic Acid vital to the 
body’s formation of coenzyme. A which is, in turn, 
essential for acetylation of choline—so necessary 
for normal bowel tone and peristaltic efficiency. 


Each Modane Tablet contains 75 mg. Danthron (1.8 Dihydroxyanthraquinone) and 
25 mg. Calcium Pantothenate. Each Modane Mild Tablet and each teaspoonful 
Modane Liquid contains 37.5 mg. Danthron and 12.5 mg. Calcium Pantothenate. 
Dosage — 1 tablet, teaspoonful, or fractional teaspoonful, immediately after the 
evening meal. 


WARREN-TEED 


THE WARREN-TEED PRODUCTS COMPANY 


—4 COLUMBUS 8, OHIO 
“tanmaceuwe™ Dallas * Chattanooga * Los Angeles * Portland 


and in 3 dosage forms, because » 
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that’s why MODANE offers you 
a dosage form for every patient 


TABLETS REGULAR (yellow) For your average adult patient Am 


Each tablet contains 75 mg. danthron, 25 mg. calcium panto- 
thenate. Dose — 1 tablet immediately after the evening meal. 


TABLETS MILD (pink) for hypersensitives and children (6 to 12 yrs) 


Each tablet contains 37.5 mg. danthron, 12.5 mg. calcium 


pantothenate. Dose — 1 tablet to be taken immediately after 
the evening meal. 


Liquip ... for geriatric, pediatric, and “liquid only” patients 


Each teaspoonful contains 37.5 mg. danthron and 12.5 mg. & 
calcium pantothenate. Dose — 1 teaspoonful or fraction ALR < 


thereof, according to age and condition, immediately after the ae 
evening meal. 


MODANE’S danthron (1, 8-dihydroxy- MODANE’S calcium pantothenate 
anthraquinone) in individualized dos- offers neurohumoral aid to rehabilita- 
ages assures safe, gentle overnight relief tion of the bowel which, from distention 
— without irritation or griping — acts and overwork, has become flaccid and 


systemically on the large intestine. atonic. 
THE WARREN-TEED PRODUCTS COMPANY &%,:; 
COLUMBUS 8, OHIO = 


Dallas Chattanooga Los Angeles Portland 


Adjustable | 
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PROVEN EFFECTIVE 
FOR THE TENSE AND | 
NERVOUS PATIENT 


**There is perhaps no other drug introduced in 
recent years which has had such a broad spec- 
trum of clinical. application as has meproba- 
mate.* As a tranquiiizer, without an autonomic 
componen? in its action, and with a minimum 
of side effects, meprobamate has met a clinical 
need in anxiety states and many organic diseases 
with a tension component. 

Krantz, J. C., Jr.: The restless 
patient — A psychologic and 


pharmacologic viewpoint. 
Current M. Digest 


e the original meprobamate, discovered and introduced by 
if) WALLACE LABORATORIES, New Brunswick, N. J. 
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REFLECTION ON 
CORTICOTHERAPY: 


The clinical aim, following immediate 
suppression of disease symptoms, is to 


maintain the patient symptom-free... 
with minimal side effects. 


The logical course 1s to select 
the steroid with the best ratio 
of desired effects to undesired effects: 


the corticosteroid that hits the disease, but spares the patient ie M 
Upjohn THE UPJOHN COMPANY 
KALAMAZOO, MICHIGAN edrol 


TRADEMARK, REG. U. S. PAT. OFF.—METH' 
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Like the sun...¢ter- 
naj and dependable. 
codeine continues | 
historic role in the al! 
viation. of suffering. Ph 
sicians still turn to codeir 
for reliable, effective anc 
well tolerated analgesia, plus 
sedation . . for expe 
torant-sedative and scothi 
action in cough that neverthel 
preserves the cough reflex. . . 
compatibility with other Ghugs tha 


MALLINCKRODT STREET 
ST.LOUIS 7, MLSSOUR 


A STANDARD ANALGESIC AND ANTITUSSIVE 
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RELA—a new myogesic for better 
relaxant and analgesic therapy— 
more adept management of 
spasm and pain in strains, 
sprains and low back pains. 


RELA—though a single drug—is a true 
myogesic and works rapidly 
to achieve three desired effects... 


Rela relaxes acute muscle spasm 
Relief of muscle spasm (96% excellent 
to good effectiveness)! 


Rela provides a unique quality of 

persistent pain relief through 

its relaxant and analgesic actions 
“Relief from pain was usually rapid 

and sometimes dramatic’! 


Rela, through relaxation and analgesia, 
assures daytime ease and nighttime rest 
«., Anumber of patients reported 
freedom from insomnia which they 
attributed to freedom from pain.” ! 


indications: RELA is most beneficial in those 
conditions of the musculoskeletal system 
manifesting pain, stiffness and spasm. 

safety: Studies of more than 1400 patients 
indicate that the toxicity of RELA is exceptionally 
low. Inhuman subjects, respiratory, 

blood pressure or blood chemistry changes 
and/or renal, hepatic or endocrine dysfunction 
have not been reported. 

dosage: The usual adult dosage of RELA is 

one tablet 3 times daily and at bedtime. 

RELA has a rapid onset of action, with relief 
usually apparent within 30 minutes, and 
persisting for at least 6 hours. 

supply: RELA is available as 350 mg., pink, 
coated tablets in bottles of 30. 


1. Kuge, T.: To be published. 4-227 


XMYOGESIC 
muscle_qnalgesic 


relaxant 
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An important step in assuring the vitamin po- 
tency of Vi-Sol drops is this aquameter check for 
excessive moisture. This precision instrument 
makes it possible to determine moisture content 
to an exact degree, an extra measure of care 
that is routine with each lot of Vi-Sol drops. 


to safeguard potency... 


one of 143 product quality 


controls* assuring superiority 


This test for moisture level is just one of the many 
conducted, using the most advanced equipment, 
that make certain of stated potency at the time of 
manufacture. Other tests are designed to assure 
vitamin stability throughout shelf-life and use. 


This meticulous care at every step makes the big 
difference in Vi-Sol drops. The mother knows that 
the product is pure and safe... the formulation 
sound and the potency stable when she sees the 
Mead Johnson name on the label. 


*plus 231 additional quality checks that guard 
Vi-Sol drops from raw material to package. 


Deca-Vi-Sol drops 


10 significant vitamins, Mead Johnson 


Poly-Vi-Sol drops 


6 essential vitamins, Mead Johnson 


Tri-Vi-Sol drops 


3 basic vitamins, Mead Johnson 


Mead Johnson 


Symbol of service in medicine 


m you share this care by specifyi Vi r 
y specijying i-Sol drops 
™™M 
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ATTACKS IN 3 WAYS 


1. Provides rapid and high This combination 
sulfa concentration in the urine. of sulfas 


provides a 2-prong 
attack on the infection 


2. Provides adequate sulfa dali 
blood levels in the infected effective low sulfa 
tissue not reached by the high seed 
sulfa concentration in the urine, — 


3. Provides fast symptomatic (Stuart brand of 


relief making the patient more an ean 
comfortable. 


; 2 


New revitalizing tonic 
brightens 
the second half life! 


A sense of frustration and inadequacy, faulty nutrition, waning 
gonadal function—RITONIC meets all these problems of middle age and 
senile let-down. The unique combination of RITALIN, the 

safecentral stimulant, with a balanced complement of vitamins, calcium, 
and hormones acts to renew vitality, re-establish hormonal 

and anabolic benefits, and improve nutritional status. 


“We found Ritonic to be a safe, effective geriatric 
supplement ...”! “Patients reported an increase in 
alertness, vitality and sense of well being.’”2 


PRESCRIBE RITONIC 
for your geriatric patients, your middle-aged patients and your postmenopausal patients. 


Each Ritonic Capsule contains: 
Ritalin® hydrochloride 5 mg. 


thiamin (: B;) 5 mg. SERPASI ic 


(reserpine CIBA) 


riboflavin (vitamin B:) 1 mg. 
pyridoxin (vitamin Be) 2 mg. 
vitamin B,, activity 2 micrograms . 
nicotinamide 25 mg. 


Dosage: One Ritonic Capsule in mid-morning and one in mid-afternoon. 
Supplied: Ritonic CAPSULES; botfles of 100. 


References: 1. Natenshon, A. L.: J. Am. Geriatrics Soc. 6:534 (July) 1958. 
2. Bachrach, S.: To be published. 


RITALIN® hydrochloride (methylphenidate hydrochloride CIBA) 


CIB A 
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The nightmare of hypoglycemia 


It can happen, almost without warning, to many diabetics on insulin. One moment, the 
patient appears normal; the next, he goes into a state of hypoglycemia, perhaps even shock. 
For some it is a terrifying threat with which to live. 

But for many of these patients there is a rational alternative: oral management. On 
Orinase,* control is smoother, blood sugar levels are more steady — and the terror is dis- 
pelled. Some brittle diabetics are “stabilized” on combined Orinase-insulin therapy. 


For all your responsive patients on Orinase, there is the assurance of better control and ~ 
easier patterns of living. “TRADEMARK, REG. U. S. PAT. OFF. — TOLBUTAMIDE, UPJOHN 


THE UPJOHN COMPANY 
KALAMAZOO, MICHIGAN 
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-  feframycin Solution Cosa-Terramyein Capsules 
_ provides maximum, sustained absorption 125 mg.and 250mg. 
pod gui e to suce sful antil tic therapy, 
€omplete information on Terramycin Intramuscular Solution and Cosa-Terramycin, ordl forms is av 


reater antihypertensive effect...fewer side effects 


LOROTH 


For complete information 

write Professional Services, 
Dept. H, Merck Sharp & Dohme, 
West Point, Pa. 


Volume XX, Number6 GP. 
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HYDRODIURIL atone 


RESERPINE alone 


| 


HYDROPRES 
much more effective 


than either of its 
components alone 


Effective by itself in a majority of patients. Provides smooth, more trouble-free 
management of hypertension. 

Since HyproDIURIL and reserpine potentiate each other, the required dosage of 
each is lower when given together as HYDROPRES than when either is given alone 
HYDROPRES provides the needed and valuable tranquilizing effect of reserpine. 
Lower dosage may reduce such side effects of reserpine as 

excessive sedation and depression. 

Arrest or reversal of organic changes of hypertension may occur. 

Headache, dizziness, palpitations and tachycardia are usually promptly relieved. 
Anginal pain may be reduced in incidence and severity. 

With HyDROPRES, dietary salt may be liberalized. 

Convenient, controlled dosage. 


HYDROPRES-25 HYDROPRES-50 


25 mg. HyDRODIURIL, 0.125 mg. reserpine. 50 mg. HYORODIURIL, 0.125 mg. reserpine. 
One tablet one to four times a day. One tablet one or two times a day. 


If the patient is receiving ganglion blocking drugs or hydralazine, 
thelr dosage must be cut In half when HYDROPRES Is added. 


MS} MERCK SHARP & DOHME, owision oF MERCK & CO,,INC., PHILADELPHIA 1, PA. 


AMO ARE OF MERCK & CO., INC 
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the challenge of chronicity 
in genitourinary tract infections 


“,.. The physician treating a patient with established chronic urinary 
tract infection faces a grave problem of management.”* 


to control the chronic case 


FURADANTIN 


brand of nitrofurantoin 


“_.. given continuously and safely for as long as three years.”® 


Three recent studies attest to the role of FURADANTIN in the treat- 
ment and control of chronic urinary tract infections: 


Jawetz, et al.: In the long-term management of 32 out patients: 
“Symptoms were controlled as bacteriuria was suppressed....As 
infection was suppressed their renal function improved.” * 


Lippman, et al.: 49 patients treated from 1 month to 3 years: 
“In all of the patients treated successfully, the urine has remained 
completely clear”* as long as the drug was given. 


Marshall and Johnson: 100 children treated for periods up to 27 
months: FURADANTIN controlled “most infections initially and 
other infections by administration for a longer period. Prophylacti- 
cally it was successful in suppressing recurrent infections.” * 


In the long-term control of chronic urinary tract infections, 
FURADANTIN “has characteristics that make it a valuable drug.... 
These include its lack of toxicity, wide range of antibacterial effec- 
tiveness and reduced tendency to induce development of bacterial . 
resistance to the drug.” * 

Availe 2le as Tablets, 50 and 100 mg.; Oral Suspension, 25 mg. 
per 5 cc. tsp. 

References: 1. Lipscomk H., et al.: South. M. J. 52:16, 1959. 2. Jawetz, E., et al.: 
A.M.A. Arch. Int. M. 100:549, 1957. 3. Lippman, R. W., et al.: J, Urol., Balt. 80:77, 
1958. 4. Marshall, M., Jr., and Johnson, S. H., Ili: J. Am. M. Ass. 169:919, 1959. 
NITROFURANS~—a unique class of antimicrobials— 

neither antibiotics nor sulfonamides 

EATON LABORATORIES, NORWICH, NEW YORK 
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in check 


around the clock 


PRELUDIN 


brand of phenmetrazine 


ENDURETS” 


prolonged-action 


New long-acting PRELUDIN ENDURETS 
offer you a new method...a more 
convenient method...of administering 
this well-established, reliable 
appetite-suppressant. The new ENDURETS 
form virtually eliminates the vexing 
problem of the forgotten dose because... 
just one PRELUDIN ENDURET taken 
in the morning generally curbs the appetite 
throughout the day. 
PRELUDIN ENDURETS afford greater 
convenience for your patient... 
added assurance to you that medication 
is being taken as prescribed. 
PRELUDIN® (brand of phenmetrazine hydrochloride) 
ENDURETS."-*- Each ENDURETS prolonged-action tablet 
contains 75 mg. of active principle. 
PRELUDIN is also available as scored, square pink 


tablets of 25 mg. for 2 to 3 times daily administration. 
Under license from C. H. Boehringer Sohn, Ingelheim. 


ENDURETS IS A GEIGY TRADEMARK. 
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in all things, success 4 
depends upon pre- i 
ious preparation...” 
—CONFUCIUS 


vitamin-mineral-hormone supplement 


help prepare your middle-aged patients 


each KAPSEAL contains. 
vitarrins 
Vitamin A 1,667 Units (0.5 mg.) for healthy retirement years 
Vitamin B: mononitrate 0.67 mg. 
Ascorbic acid 33.3 mg. 
Nicotinamide 16.7 mg. 
Vitamin Bz 0.67 mg. 
Vitamin Be 0.5 mg. CAk 
Vitamin Bie with intrinsic + e 
factor concentrate 0.033 USP Unit (oral) 4 4 
Folic acid 0.1 mg. 
; Choline bitartrate 6.67 mg. 3 a 
Pantothenic acid 
(as the sodium salt) 5 mg. a ad 


Ferrous sulfate (exsiccated) 16.7 mg. 
Iodine (as potassium iodide) 0.05 mg. PARKE. DAVIS & COMPANY, DETROIT 32, MICHIGAN 
Calcium carbonate 66.7 mg. 
digestive enzymes 
Taka-Diastase® 20 mg. 
(aspergillus oryzae enzymes) 
Pancreatin 133.3 mg. 


Protein improvement factors 
1-Lysine monohydrochloride 66.7 mg. 
dl-Methionine 16.7 mg. 


1.67 mg. 

0.167 mg. 

dosage: One Kapseal three times daily before 

meals. Female patients should follow each ; 
21-day course with a 7-day rest interval. 


Packaging: ELDEC KAPSEALS are available 
in bottles of 100. 


E’DEC BEGINS AT 40 
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tetracycline). Each T. 

; phenacetin (120 mg.); caffeine (30 mg.) 
salicylamide (150 mg.); chlorothen citrate (25 mg.). 
SYRUP (lemon-lime- flavored), caffeine-free. 


i on timate by Van Volkenburg 
J. Hygi 71:122 
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Primer on 


PERMITIL 


Why another psychopharmacologic agent? 


The ever-expanding role of chemistry in the 
treatment of mental and emotional problems 
in this new era of psychopharmacologic drugs 
is amply attested to by the growing number of 
rauwolfia, mephenesin, diphenylmethane and 
phenothiazine derivatives now in clinical use. 
When one considers the wide range of indica- 
tions to be treated—from severe psychosis to 
mild situational stress—it becomes somewhat 
clearer as to the reason for the number and 
diversity of drugs available. In addition, im- 
provements and refinements of existing agents 
are constantly taking place. Drugs tailored to 
perform a selected, single function are emerg- 
ing. So it is with PERMITIL. 


Why another phenothiazine? 


All members of this group contain a pheno- 
thiazine nucleus and a side chain attached to 
the nitrogen atom. Differences in potency are 
related to specific chemical alterations in these 
compounds. Clinical evidence demonstrates 
that the phenothiazines act principally, but to 
varying degrees, on several subcortical areas of 
the brain. Thus, certain of these drugs produce 
sedation and potentiate the action of barbi- 
turates, while others do not; autonomic side 
effects (such as blurred vision, constipation) 
are produced by some and not by others; some 
have been shown to be very effective antiemetic 
agents. At certain dosage levels, the phenothia- 
zine derivatives also may cause extrapyramidal 
side effects. These, however, are neuropharma- 
cologic rather than toxic effects and are totally 
reversible. 


Q 
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Since there is a correlation between the dosage 
of a phenothiazine derivative and the fre 
quency and the type of side effects it causes, 
the less of the drug needed to achieve thera. 
peutic results, the less likely are serious side 
effect.. Thus, the lower the effective dosage of 
a phenothiazine derivative, the lower the inci- 
dence of unwanted side reactions and, con- 
versely, the higher the level of therapeutic re- 
sponse. 

For these reasons, the search has been unceas- 
ing to develop a phenothiazine with an op- 
timum therapeutic ratio. 


What is a “neuroleptic” agent? 

The term “neuroleptic” implies a specific effect 
of a pharmacologic agent on the nervous ~/s- 
tem. It refers to a mode of action on specific 
subcortical areas which strongly influence emo- 
tional behavior in contradistinction to hyp- 
notic agents which dull the senses. Neuroleptics 
achieve control of anxiety symptoms without 
inducing either somnolence or euphoria. Thus, 
there is an increase in the patient's capacity to 
cope with life’s problems more successfully. 
The terms “tranquilizers” and “ataraxics” are 
descriptively impressive, but they fail to con- 
vey what seems pharmacologically unique. 


Why introduce the term “neuroleptic”? 


Because it has a precise psychopharmacologic 
meaning and is more descriptive of the action 
of Permitit than any other current term. 


What is 


PERMITIL is a new anti-anxiety agent of extra- 
ordinary potency and effectiveness. Chemically, 
PERMITIL is 1-(2-hydroxyethy])-4-[3-(2-triflu 
zine dihydrochloride. The structural formula 


Why is Permrrm unique? 


Although Permitit can be broadly classified as 
a phenothiazine, it exhibits a spectrum of 
unique effects at unprecedented low dosage- 
a feature that markedly distinguishes this com- 
pound from other anti-anxiety drugs. 
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The Relative Therapeutic Potency 
of Various Phenothiazines 
Adapted from Ayd, F. JA 


The potency of each drug was determined by the criteria 
proposed by Freyhan.2 These were: (1) the attainable 
level of psychomotor inhibition, (2) the speed of action, 
and (3) the dosage required to obtain effective action. 


. What are the distinctive 
clinical advantages of Permrrm.? 


: Extensive clinical studies have established im- 


portant psychopharmacologic advantages for 
PERMITIL. 

1. The effective dosage of PERMITIL (0.25 mg. 
b.i.d.) is the lowest safe dosage of any anti- 
anxiety agent. Since fractional milligram doses 
of PermiTit usually produce a therapeutic 
effect, many of the annoying side effects of 
the other phenothiazines, which are dose- 
related, occur less frequently or not at all. In 
fact, any side effects associated with dosage not 
exceeding 1 mg. per day have been uncommon 
and transitory. PERMITIL represents an advance 
over its predecessors! because of its higher level 
of therapeutic response and low order of side 
reactions. 


2. Unlike other phenothiazines, PERMITIL alle- 
viates symptoms of anxiety, tension, agitation 
and emotional unrest without depressant effect, 
impaired alertness or slowed intellectual func- 
tion. Furthermore, anxiety-induced symptoms 
of apathy, indifference, listlessness, reduced 
initiative and chronic emotional fatigue (often 
refractory to other phenothiazines) frequently 
respond to administration of PermitTiL. Thus, 
a significantly wider spectrum of “target symp- 
toms” amenable to therapy is an outstanding 
property of PERMITIL. 

8. Onset of action is rapid and patients soon 
become more relaxed and less tense. The 
patient regains a more confident outlook and 
normal drive is restored. 


4. Permitit has an inherently long duration 
of effect. This makes possible a particularly 


convenient and easy-to-remember schedule of 
morning and evening dosage. 


December 1959 


Q 


A. 


Q 
A 


Q 
A. 


: Is the dosage schedule, as with 


For what, specifically, is Penmrm indicated? 


PERMITIL is indicated for the control of the 
“target symptoms” of emotional stress so com- 
mon in everyday office practice. The basic areas 
of usefulness for PERMiTIL are: (1) behavioral 
disturbances characterized by anxiety, tension, 
apprehension and instability, as well as depres- 
sive symptoms associated with anxiety states; 
(2) emotional stress accompanying organic dis- 
orders and complicating recovery from, or ac- 
ceptance of, the underlying condition; (3) 
chronic disorders in which anxiety and stress 
are contributing factors, e.g., gastrointestinal 
dysfunctions, neurodermatitis, asthma, pre- 
menstrual tension, arthritis, hypertension and 
tension headache. 


many phenothiazine derivatives, 
complex and complicated? 


_ No. Permitiv has an inherently long duration 


of effect so that twice-a-day dosage provides the 
patient with day and night symptom allevia- 
tion. The lowest dose of PeRMiTiL that will pro- 
duce the desired clinical effect should be used. 
The recommended dose for most adults is one 
0.25 mg. tablet twice a day. This may be in- 
creased to two 0.25 mg. tablets twice a day if 
required. Total daily dosage in excess of 1 mg. 
should be employed only in patients with rela- 
tively severe symptoms who have had a trial of 
lower dosages first that were well tolerated but 
were only partially effective. In such patients, 
the total daily dose may be increased to a maxi- 
mum of 2 mg., given in divided amounts. (Dos- 
age for children has not been established.) 


What about side effects and 
contraindications to Permrrm? 


_ At the recommended dosage of Permit, side 


effects have been observed infrequently or not 
at all. PeRMITIL, as with other phenothiazines, 
is contraindicated in severely depressed states. 


How is Permirm. supplied? 


Permit is available as Tablets, 0.25 mg., bot- 
tles of 50 and 500. 


References: 1. Ayd, F. J.: The current status of major 
tranquilizers, in press. 2. Freyhan, F. A.: Therapeutic 
implications of differential effects of new phenothiazine 
compounds, Am. J. Psychiat. 115:577-585 (Jan.) , 1959. 
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INTRAMUSCULAR IRON-DEXTRAN COMPLEX 


corrects and prevents iron deficiency in blood and marrow 


PEDIATRICS: “imreron has the advantage of safe and easy administra- 
tion; treatment is completed in a few days and is not influenced by 
feeding problems.” 


OBSTETRICS: “...we have been able to raise hemoglobin levels of 7 or 
8 Gm. to normal figures within a few weeks....’” 


CHRONIC BLOOD LOSS: imreron “...is also to be preferred to blood trans- 
fusions for correcting the effects of chronic blood. loss. The risk of trans- 
_ fusion reactions is avoided, as well as the dangers of contamination 
and en, Besides improving the anemia, iron stores: will be 
replenished... 


GERIATRICS: A 66-year-old woman with recurrent gastrointestinal bleed- 
ing for over six years [two abdominal explorations, source undiscovered] 
“.has been maintained at a comfortable blood level for over nine 
months on intramuscular iron injection, with greatly reduced transfusion 
requirement.’” 


SUPPLIED: 2-cc. and 5-cc. ampuls; 10-cc. multiple-dose vials. There are 50 meg. of elemental 
iron per cc. 


(1) Wallerstein, R. O., and Hoag, M. S.: J.A.M.A. 164:962 (June 29) 1957. (2) Eastman, N. J.: Curreht. M. Dig. 25: 55 (Jan:) 1958. 
(3) Koszewski, B. J., and Walsh, J. R.: Am. J, M. Sc. 235:523 (May) 1958. (4) McCurdy, P. R.; Rath, C. E., and Meerkrebs, G. E.; 


New mupene J. Med, 257:1147 (Dec, 12) 1957. . 
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calorie formula, Contains ¢ nerous amounts of pro rou’ 


